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Foreword 


I heartily commend this book to the attention of everyone 
interested in the multitudinous problems involved with 
mental retardation. The presentation is without ex cathe- 
dra pronouncements; the answers to all relevant problems 
are not given because not known. To one like myself who 
has been confronted and frustrated for many years as a 
pediatrician with some of these problems, it is heartening 
to observe the development during the past few years of 
profound and urgent concern with the subject. This con- 
cern is manifested in the ranks of many diverse groups— 
parents, physicians, psychologists, sociologists, scientific in- 
vestigators, social workers, educators—for the subject cuts 
across all boundaries represented in the list. Dr. Heiser’s 
book ministers primarily to the needs of parents, but there 
is much of importance to all who find mental retardation a 
challenge to science and society. The purely medical as- 
pects of the subject and those concerned with basic science 
are not designed for professional workers but for a lay audi- 
- ence. 

More knowledge is needed in all areas involved in mental 
retardation, and this can come not only from direct explora- 
tions focused on the condition itself but also from research 


in many sciences which at first glance might seem to have 
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little or no relevance. Research requires money and facili- 
ties, but above all else scientific investigation demands 
dedicated, imaginative, and skilled workers; the domain of 
mental retardation, complex and strikingly inclusive, needs 
such personnel, Let us hope that this book, amongst its 
other values, will stimulate interest in competent young 
men and women to prepare themselves to labor in this field, 
relatively neglected, but with soil whose cultivation will in 
time produce fruit of incalculable benefit to mankind. 


Grover F. Powens, M.D. 


Chairman, Scientific Advisory 
Board, National Association 
for Retarded Children; 

Professor Emeritus of Pediatrics, 
Yale University 


Preface ae 


THIS little book has grown out of some years of experi- 
ence as a clinical psychologist in the field popularly known 
as “mental deficiency.” My chief reason for writing the 
book was the observation that so many people who have a 
first-hand concern with the handicapped have so little con- 
crete knowledge of the problems with which they are at- 
tempting to deal. These people include parents, psycholo- 
gists, pediatricians, psychiatrists, neurologists, social work- 
ers, educationists, and institutional administrators. Another 
reason for writing it was the growing conviction that the 
term “mental deficiency” does not, in any sense, adequately 
or appropriately describe the field. Actually, the term 
serves to disguise the problems to be encountered in the 
field and thus tends to delay progress or constructive action 
on specific problems. My thought has been that a new point 
of view or approach is needed before real progress may be 
made in this field. As an example of what I mean, let us as- 
sume that we are concerned with some social problem in 
which all the individuals involved happen to be quite short 
in stature as compared with the population at large. If one 
were to emphasize this one common characteristic of short- 
ness and assume that it has some special significance, one 


might begin to think of a special field of human pathology 
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called “physical shortness.” It could be expected, then, that 
parents and professional workers would be concerned 
about finding the causes and treatment of “physical short- 
ness,” although, in fact, they might be quite misled by their 
preoccupation with this one clue to the social problem 
which exists. In the same way, I believe our preoccupation 
with the “mental” aspect and with intelligence has led to 
grouping together in one field a number of specific patholo- 
gies which should be known for what they are. 

The different pathologies might be understood better 
and treated more successfully if they were not thus thrown 
together and known as “mental deficiency” merely because 
of the common characteristic of poor performance in intel- 
lectual competition with others and on intelligence tests. 

If I am so interested in getting a new view accepted, 
why, then, is this book addressed to parents and profes- 
sional practitioners rather than to college and graduate 
students? It is simply that those who are most concerned 
with these problems are more likely than any others to 
bring about desirable changes. I think one has to live and 
work directly with the problems of this field in order to 
understand them and to achieve new approaches to them. 

There is a kind of thinking in this field today, an Aristo- 
telian logic, which attempts to explain a phenomenon in 
terms of the class of objects or persons which exhibits the 
phenomenon. For example, a group of Negroes may be ob- 
served to be carefree and irresponsible and this character- 
istic is then thought to be a Negro trait. Or a group of “fee- 
bleminded” persons may be found each to have been in- 
volved in delinquency or criminal behavior; thus the idea 
gets abroad that delinquency is a natural concomitant of 
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low intelligence or “feeblemindedness.” This kind of think- 
ing is seductive and convincing, although, needless to say, 
it is not logical or scientific and it seriously hampers the 
advance of knowledge in this or any other field of work. It 
was not many years ago that professional workers labored 
under the delusion that most feeblemindedness was in- 
herited. This belief was due, in part, to such sociological 
studies as Goddard’s The Kallikak Family, which was con- 
sidered advanced thinking in this field only forty years ago. 
Now, of course, we know that the majority of cases of men- 
tal defectiveness are not due to heredity but are the results 
of accidents, infections, and diseases of various physical or 
psychological sorts. 

The single most important view, principle, or fact with 
which the student or reader in the field of mental deficiency 
should begin his work is the point that such intellectual 
deficiency as may exist in any case is merely a symptom of 
an underlying pathological condition; it is not the central 
problem for study or concern. From this point of view, 
then, stems the purpose of this book, which is to give the 
parents of the handicapped child and the specialist practi- 
tioner certain points of view and some elementary infor- 
mation which may ease the burden of the child and his 
parents and may help the specialist to serve such parents 
more efficiently and humanely. 

This book is not intended as a scholarly work for students 
and specialists in the field, although I believe all state- 
ments of fact are authentic and all opinions are based upon 
experience as well as reason. In the hope that some readers 
may wish to pursue particular subjects further than they 
are covered here, several references are given at the end of 
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the book which may be helpful to both the interested lay- 
man and the professional specialist or practitioner. 

My indebtedness for the material of this book is wide and 
great. I can make no claims to authority or originality; I 
have been extremely fortunate in the professional training, 
experiences, and friendships which have come my way In 
the past thirty years. My wife, Ruth Bishop Heiser, has 
been a constructive and patient critic, Mrs. George Satter 
and Mrs. Frank Allonardo struggled with my handwriting, 
but came forth with an excellent job of typing for which I 
am deeply grateful; and several friends have given many 
helpful criticisms and suggestions, 

My greatest debt is to the hundreds of boys and girls, 
men and women, or “children” as they are called, and staff 
members with whom I worked at The Training School at 
Vineland, New Jersey. The point of view and much of the 
information given here come from my work with them. I 
know that they would be happy to think that this little 
book which is so largely their book might be a means by 
which they may give some help to parents and future gen- 
erations of backward children 


Louisville, Kentucky 
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What Is the Problem? 


THE problem of backwardness is not one of those minor 
questions which concerns only a few parents and a few 
professional people in institutions, schools, and social agen- 
cies. It is a problem which concerns all of us in one form 
or another. It is one which may plague every expectant 
parent with doubt and anxiety, and it is an actual, real 
problem to millions of parents who have suffered and are 
continuing to suffer the experience of sorrow and an in- 
expressible resentment because they have handicapped 
children for whom they feel they can do so little. 

It is also a problem which at times baffles most of our 
elementary school teachers and many of our physicians, 
psychologists, social workers, juvenile court officials and in- 
stitutional administrators. Although the rest of us may not 
face it directly or experience its effects as such, we do feel 
its consequences indirectly in the fact that a significant 
proportion of our population is of necessity carried on the 


shoulders of the others; that is, many of us are consumers 
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but not producers, many of us are not able to carry our 
share of society’s load but must be supported by the more 
fortunate majority who are not handicapped in such ways. 
It is the purpose of this book to examine this problem in 
such a way as might help some of us to handle it a bit more 
constructively, more humanely, perhaps, and with an in- 
creased degree of understanding. Possibly a few frustra- 
tions and heartaches might be eased, possibly a few more 
children might get the care and treatment they need and, 
possibly, a few more children may be helped to learn and 
carry on useful occupations and thus gain a measure © 
self-respect as well as personal satisfactions which are so 
necessary to everyone. 
Before beginning our discussion it might be well to give 
a little attention to the point of view, or “philosophy, as 
it is sometimes called, from which this book is written. By 
training and experience I am a psychologist. This means, 
as it would also with other sciences, that the approach to 
problems of human behavior is with an open, inquiring 
mind rather than with a set of beliefs which have been 
already formed. This should mean that principles and 
statements, conclusions and recommendations, should be 
based upon evidence which is available to all and that the 
evidence should be of the sort which can be agreed upon 
and accepted by all who are in a position to judge. I can 
not say that our book deals only with scientifically proved 
facts; much of it is opinion. One should not have to apolo- 
gize for opinions, however, in a field such as this in which 
there are so few accepted facts, in which there is such a 
sad lack of dependable knowledge and evidence. Opinions 
are quite acceptable, I think, if they are based upon ex- 
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perience, if they are logical, and if they are modifiable in 
the light of new facts and scientific evidence. 

I believe that we need not and should not be resigned to 
the acceptance of mental deficiency nor of any of the 
physically and mentally and emotionally crippling condi- 
tions with which so many of us suffer. It is not only rea- 
sonable and possible but it is also socially desirable to 
believe that we can increase our knowledge in this field 
to the end that some or even most of these handicaps which 
are so burdensome to so many of us now may be prevented 
or greatly reduced and ameliorated. As indicated in the 
preface, I believe we need some new attitudes in our con- 
sideration of handicaps, particularly those which are now 
so oddly grouped under the category called mental defi- 
ciency. We need to ask some very critical questions of our- 
selves and of those to whom we take our handicapped chil- 
dren for diagnosis and treatment. For example, why do we 
use this term “mental” and what do we mean by it? Are 
we sure we are not neglecting something else of impor- 
tance in our emphasis upon these so-called mental aspects 
of the problems? There are literally hundreds of questions 
which should be raised. Many which are not discussed in 
this book will occur to the reader. Let us hope that one 
result of reading this book will be that more and more of 
us will become inquisitive and will be more insistent upon 
getting answers to our questions. Although we do not have 
all the answers now, I am sure that answers can be found, 
that there are solutions of most of these problems if we 
have the confidence and courage to seek them, Certainly 
the answers will be worth finding, although some of them 
may lead us to new problems. 
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It seems entirely possible that we could do a great deal 
more for our handicapped, backward children, even with 
the insufficient knowledge we now have. There is no doubt 
that some parents rear their children with a greater degree 
of skill, love, and wisdom than some other parents; that 
some special school teachers do a better job than others; 
and that some institutions or training schools do much 
more for their children than others. An interesting observa- 
tion is that it is the better parents, the better teachers, and 
the better institutions that are most concerned about what 
they need to know, about their inadequacies, and about 
the things they might be doing for their children. There 
must be ways of helping the less adequate parents, teach- 
ers, and institutions to come more closely up to the stand- 
ards set by the others. 

Within a few years, maybe twenty or thirty, we should 
no longer be talking about mental deficiency or mental 
retardation. This is not because we shall have found some 
new phrase or euphemism that doesn’t seem to carry the 
old stigma of “feeblemindedness,” some phrase which is 
easier for parents to accept. It will be because we will have 
done enough research in the field to make many of our 
present concepts look odd, if not downright misguided. It 
will be because we shall be able to describe cases in terms 
of known causes, known physical and psychological con- 
ditions in the organism, and known methods of treatment 
and prevention. There is good sense in the fact that thou- 
sands of parents refuse to call their children “mentally de- 
fective” but insist instead upon the term “cerebral palsied.” 
They know that the intellectual disabilities that accom- 
pany the great majority of cases of cerebral palsy are only 
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secondary or symptomatic of the underlying organic pa- 
thology or damage to the nervous system. This is one 
example of an approach which may be much more fruit- 
ful than the preoccupation with intelligence levels which 
has characterized so much of the work for the past fifty 
years, 

This book is meant to be informative, but it is not a 
textbook, It is meant to change attitudes and points of 
view, but it is not a work of propaganda. It is meant to 
help parents and some of the professional workers to whom 
they take the problems of their children to make new ad- 
justments to these problems and to deal with them a bit 
more appropriately than they have been able to do in the 
past, 

There is yet another purpose of this book. It is to help 
parents to take a somewhat more detached or philosophical 
or “relaxed” attitude toward the problem of their children. 
These handicaps might be seen against a background of 
all human behavior and all human pathology or illness 
rather than be focused upon as though they were quite 
separate in kind and quality. Why is it that parents feel 
such shame or mortification in having a mentally defective 
child? They would not necessarily feel guilt and shame if 
their children had poliomyelitis or heart disease or suffered 
an amputation. Why is it that some parents go from spe- 
cialist to specialist seeking some explanation or diagnosis 
which does not state or suggest mental deficiency? Can this 
be one of the products of our highly competitive society in 
which formal education rather than wisdom, or business 
and economic success rather than emotional security and 
contentment receive such emphasis? Is it that the handi- 
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capped, defective child is a symbol of failure? Have we 
really accepted the idea that the man with academic de- 
grees is a better man than his less educated brother, that 
the man with a million dollars at his command is a better 
person than those with less money, that the child with an 
LQ. of 140 is a better child, one to be prouder of and 
loved more, than the child with an I.Q. of 40? Must we 
always think in terms of success and failure, of good and 
bad? Let us hope that we can take a more constructive 
position than our preoccupation with these dichotomies 
or these value judgments. Let us see the problem of mental 
deficiency as merely one of the many areas of handicap 
which characterize us. Let us feel shame, however, that 
we have done so little about the problem as a nation or 
society rather than feel mortified before our neighbors and 
friends. 

Although we will attempt to cover a great deal of ground 
within a small number of pages, it is necessary to give 
Some space to a description of our subject matter. If we 
can be rather precise and specific in our discussion, the 
reader may find the book of more use than if it were to 
deal in generalities, no matter how well they might be pre- 
sented. The words “handicapped” and “backward” are 
used interchangeably throughout the book. 

Our primary concern is with those children whose de- 
velopment and future as citizens is thwarted or handi- 
capped by a number of conditions. The handicapped child 
is one for whom special efforts will have to be made to 
enable him to live a reasonably normal, self-sufficient, pro- 
ductive life in our society; he is the child, also, who may 
not be able to respond to these special efforts and who may 
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need lifelong care and supervision even after such special 
efforts are made. 

This definition of handicapped children is admittedly a 
broad one. Actually it includes a shockingly large percent- 
age of the children in our population. A conservative esti- 
mate would be that one out of every ten children born in 
the United States in the past score of years was or remains 
handicapped throughout his life. However, since mortal- 
ity is much higher among these children than among 
others, the proportion of backward people in the adult 
population is smaller than 10%. Perhaps the following 
figure will make the matter clearer. This sort of figure does 
not tell us, of course, the exact number of handicapped 
people we have in our population. It seems to be a reasona- 


Per cent handicapped 
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Figure 1. Per Cent of Severely Handicapped in Different Age 
Groups. With increasing age the percentage who are handi- 
capped decreases because of the tendency toward early death. 
Beyond middle age, however, the proportion who are handi- 
capped increases because of incapacitating chronic diseases. 
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ble and conservative estimate to say that about eight mil- 
lion of us are handicapped in the sense of the definition 
given above and that about four million are youths under 
twenty-one years of age. 

Advances in medical care and public health knowledge 
in the past generation have been much more successful in 
keeping handicapped children and adults alive than in 
preventing these conditions. If this is true, it is only rea- 
sonable to assume that our handicapped citizens are more 


numerous than they used to be, because now they live 
longer. 


In any case, a figure of eight million handicapped mem- 
bers of our population is one to cause great concern as a 
social and economic problem in our American society. 
It is such a shocking figure that many honest and well- 
meaning people find it tempting to accept such authori- 
tarian doctrines as lead to extermination of the handi- 
capped. It is easy to say that the way to avoid a large and 
expensive population of handicapped persons is to allow 
those who are alive to die, and prevent the birth of others. 
If the reader will ask himself just whom he would permit 
to designate those who are to die and those who are not 
to have children, he will readily see the social and ethical 
problem involved in such a policy. 

It seems to many of us who have been concerned with 
this problem that a better policy is to give human love 
and care to those who are handicapped and to hasten to 
learn as much as we can from them how to enable people 


to bear and rear healthy, competent children who will take 
an active part in life. 


The discussion has touched briefly upon the problem 
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of the handicapped from the point of view of a public 
health concern and a social-economic problem of society. 
Let us consider the problem briefly from the point of view 
of the scientist or professional person. 

The problem of the backward child, unfortunately, is 
usually seen as being in the province of many professions or 
of none at all, As a result, he is likely to get superficial 
attention from many specialists, or inadequate attention 
from whichever single specialist seems most appropriate 
to deal with the case. Another result is that there is no one 
profession or scientific specialty which sees the child as 
a whole human being, growing up, living, playing, work- 
ing, and experiencing joy and anguish in his family and 
community setting. Possibly the special educationist or 
the clinical psychologist comes closest to seeing these per- 
sonal and social problems in their full ramifications, but 
they are less frequently consulted than the physician or 
medical specialist who, in the United States, generally 
enjoys a prestige and reputation as the person to consult 
in all manner of human problems. 

It is not surprising that the handicapped child should 
be considered as belonging to the province of whatever 
specialty deals with the particular symptom or pathologic 
condition which is most obvious. The child who is handi- 
capped by poliomyelitis, for example, goes to a physician 
who specializes in that disease, or to an orthopedist, while 
the victim of rheumatic fever or heart disease is taken to 
a physician who practices as a heart specialist. While it 
might seem to be asking too much to expect the medical 
specialist to be concerned with the child’s emotional and 
psychological problems in his home and neighborhood or 
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with his problems of advancement in his schoolwork, many 
of them are concerned with the relationships between 
these physical and emotional problems. On the other hand, 
if the first difficulty which attracts the attention and con- 
cern of the parent is the child’s failure to be promoted 
in school, the parent is most likely to consult the school 
principal, the school psychologist, or the “special” teacher. 
These professional people are most likely to be concerned 
with the child’s learning ability and his social adjustment, 
although they are also very likely to suggest examination 
by the child’s physician if they suspect a visual or hearing 
deficiency as the cause of inadequacy in schoolwork. All 
too often, of course, both the physician and the referring 
officer of the school are prone to show a primary concern 
with the child’s I.Q. as a measure of his ability to succeed 
in the educational system. Sad to say, a low I.Q. is very 
frequently used as an “out” or as a “scientific” bit of evi- 
dence that the child has an inadequate intellectual endow- 
ment and he may then go on the roster as “feebleminded” 
or “mentally defective” or “mentally retarded.” In such 
cases, the symptom, which is failure in schoolwork, “con- 


firmed” by a low score on an intelligence test, is assumed 


to be the cause of the difficulty, The faulty reasoning in 
these cases is obvious to anyone who focuses his attention 
on the reasoning, but parents and consultants who have 
to deal ‘with difficult human problems seldom stop to 
check their logic. Few people would fail to see the error 
in the following analogy: “All boys are human beings. This 
child is a human being; therefore this child is a boy.” It 
is quite true that all people who are truly feebleminded, or 
mentally defective, have low 1.Q.’s, but it is not true that 
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a low I.Q. always implies a true or permanent intellectual 
defect. 

The field of the backward child is a very complex one 
from the point of view of the specialist or professional 
person. Fortunately, we have more and more specialists 
who know more and more about the specific causes of 
handicaps, but unfortunately we have very few specialists 
who are interested in all the very important psychological, 
social, and medical ramifications of each case as regards 
both its etiology or cause and its treatment and prognosis 
or future course. It is the purpose of this book to provide 
some of the rudiments which may help parents and special- 
ists to see the ramifications of each case and thus to plan 
and act as wisely as may be possible under present circum- 
stances, 

What should one say about the problems of the handi- 
capped child from the viewpoints of parents and the chil- 
dren themselves? Obviously, this is one of the greatest 
Sources of human tragedy and suffering. It is a problem 
which truly blights the lives of thousands and thousands 
of parents in our culture. It is all the more tragic in that 
our culture is so child-centered; in that the child so often 
is the central object of the parents’ emotional life and of 
their hopes and aspirations. There have been few cultures 
in history in which parents have shown so much concern 
for the happiness and success of their children, in which 
they have been ready to make such material sacrifices for 
the benefit of their children, in which so much money 1s 
Spent on toys, medical care, clothing, food, recreation, edu- 
cation, and vocational preparation. These very strengths 
of our culture insure a deep wound and personal tragedy 
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for each parent of a handicapped child. Perhaps, with in- 
creased knowledge of the basic needs of our children as 
well as the causes of their handicaps, we will invest as 
much money and energy in research into the causes and 
characteristics of the conditions of handicaps, and thus 
further their prevention and treatment. 


Chief Handicaps and Their Major Forms 


AS knowledge increases in any particular field of work, 
the field itself appears to grow larger. For example, the 
great expansion over the past twenty years of facilities for 
the mentally ill, which followed the rapid development 
of psychiatric knowledge, gave the impression that the 
population of the mentally ill or psychotic had rapidly 
increased. The impression, of course, may have been il- 
lusory, but the point is that at any given time the nature 
and number of any specific type of handicap is a function 
of our knowledge and methods of diagnosis of that handi- 
cap. No competent person would claim that the exact num- 
ber of children handicapped by heart disease is known, 
but it is known that a much larger number of such children 
can be identified today than could have been fifty years 
ago because of our greater knowledge of the condition. 
Besides the large number of cases of handicapped chil- 
dren grouped under the heading of “mental deficiency,” 
the group with which this book is principally concerned, 
there are three major types of disorders which account 
31 
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for a significant number of cases of backwardness. It may 
be helpful to parents, educationists, social workers, and 
psychologists to know something about them. These are 
the diseases of the heart, the convulsive disorders, and 
the orthopedic disorders which cause skeletal deformi- 
ties. Many children with such physical handicaps, it is 
true, are highly intelligent, but as a group they are less 
intelligent than healthy children, and many are just as 
restricted as children with “mental deficiency,” or even 
more so. Both groups in general share the same kind of 
difficulty in living socially adjusted, self-directed, happy 
lives, and both need help in getting along. Only a sketchy 
treatment can be given in this book to these three types 
of physical disorders, but a number of authoritative sources 
of further information are available to the interested 
reader. Also, there are many competent medical specialists 
from whom one might select a consultant in specific in- 
stances. 

It should not be assumed that these three types of dis- 
orders are mutually exclusive. A very large number of chil- 
dren who belong primarily to one category suffer also 
from one or more of the conditions characteristic of the 
other categories. Thus, among children with orthopedic 
disorders, one would find a much higher incidence of heart 
disease, convulsive disorders, and intellectual handicaps 
than is to be found among children who are free of ortho- 


pedic handicaps. It should be borne in mind that there 
is no basic distinction to be made between ‘ 


physical” and 
“mental” disorders. paysical” an 
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Orthopedic Disorders 


Ordinarily these disorders are thought of as physically 
crippling conditions rather than as having any relation- 
ship to “feeblemindedness.” It is true that the child who 
is merely crippled in his skeletal bones and musculature 
is seldom at such a great disadvantage in American society 
as the child who is crippled in mind and personality. Quite 
often the crippled child of high intelligence may com- 
pensate for his deformity or handicap by an unusual zeal 
and accomplishment in some area of art or science. On 
the whole, however, the physically crippled child is handi- 
capped in his educational, social, and vocational adjust- 
Ments just as are children with other handicaps. We do 
not have adequate evidence on this matter, but it is my 
impression that orthopedically handicapped children, as 
a group, do less well in schoolwork and in other intellectual 
tasks than the average child. They qualify in more ways 
than one for inclusion here. 

Orthopedic disorders vary all the way from flat feet to 
severe malformations of the body. Most of them are con- 
Senital; that is, they are present at birth, although this does 
not mean that the cause is hereditary or injury at birth. 
To what extent the genes (heredity) and accidents at 
birth contribute to orthopedic conditions is not known, but 
it is probably small. The major causes seem to be inter- 
ference through disease, infection, or other means with 
the prenatal development of the child. Fortunately, these 
causes are readily observable to the trained examiner. A 
good diagnosis is relatively easy to obtain at the many 
crippled children’s clinics, and feasible corrective meas- 
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ures may be taken to help the child overcome or compen- 
te for his handicap. 

s Quite often, iaer, the diagnosis and anen 
of the child may completely overlook the intellectual a 
emotional factors which may be present. The physica 
condition is so obvious that it is assumed to be the only 
problem. The best plans for treatment may be made if = 
diagnosis takes into account these less tangible but Jos 
as important factors. Children with congenital crippling 
conditions are more likely to suffer from mental and emo- 
tional handicaps than children crippled by accident ar 
by poliomyelitis, but the latter may also suffer psychologi- 
cal damage. No matter what the etiology, their later suc- 
cess and happiness in life ma 


y depend upon a thorough 
diagnosis, followed by broad planning and treatment. 


Heart Disease 


Like crippled children, those with heart disease are 
seldom considered 


ward. Possibly tl 
metaally, bit th at their physical 
l ation and in their 


y frail boy, neglected by his 
urished, and afflicted 
few months. He did 
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found an I.Q. of 80 and, since John was a ward of the state 
and was thought also to have epilepsy, he was sent to a 
training school for feebleminded children. At this point 
he had a thorough physical examination and was found 
to have a congenital heart disease. Now, let us suppose 
John had been born into an intelligent family with parents 
who were solicitous of his welfare. No doubt he would 
have had an early and thorough examination by a pedia- 
trician, who would have diagnosed the heart condition 
and prepared the parents for the fainting spells. The ques- 
tion of mental deficiency would not have been raised. Thus, 
the social circumstances may determine the diagnosis and 
disposition of many cases. 

Heart disease, like orthopedic disorders, may be caused 
before birth or in childhood by diseases such as rheumatic 
fever. Great strides have been made by physicians in 
diagnosing and treating heart conditions among children. 
There is no reason now, in urban areas, why children 
should have to grow up under unknown handicaps due 
to diseases of the heart. 


Convulsive Disorders 


The term “convulsive disorder” is more appropriate 
than “epilepsy.” Many children have convulsions or sei- 
zures or fainting spells which cause them to be called 
epileptic, although in reality there is no damage to the 
nervous system of the sort which is presumably present 
in epilepsy. The term epilepsy, then, is best reserved for 
a condition characterized by losses of consciousness or 
convulsions, most often the two together, due to damage 
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or local irritation of the brain. There are various forms 
and degrees of epilepsy just as of convulsions due to other 
causes. It is important that the child be examined by a 
specialist who can look behind the symptoms and try to 
find the cause. Rather often a diagnostician will conclude 
that convulsions must mean epilepsy and that the only 
treatment to be given is medication of a sedative sort to 
prevent the convulsions. Usually this is true, but occa- 
sionally the convulsions are due to other conditions, dis- 
covery and removal of which must be sought. 

In the majority of children who have epilepsy, the dam- 
age to the brain or central nervous system is such as to 
cause a definite loss of Capacity for normal intellectual 
production. Most epileptic children, in other words, are 
mentally retarded, and it is doubtful whether any known 
means of treatment could have prevented the brain dam- 


th the convulsions and the mental 
retardation. Many epile 


mal or superior in intellectual functio 


to most of their peers in intellectual prowess. 


Within the past few y drugs have appeared 


aim has been made that 
d mental deterioration in 
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therapy for each patient without having to go through this 
period of trial and error. 

For many epileptic children and their parents, the most 
difficult problem is that of social adjustment, especially if 
the child has normal or superior intellectual endowment. 
Sometimes there is great difficulty in suppressing or pre- 
venting the seizures and the child is therefore prevented 
from attending school with his playmates. He may also be 
unable to join with his parents in their social activities and 
excursions outside the home. Under such circumstances, 
it is almost inevitable that this child will be resentful of 
his situation, will feel thwarted and rebellious. He may 
withdraw from social interests and develop a personality 
disorder, or he may lose interest and motivation for learn- 
ing to the extent of ceasing to develop in his knowledge 
of subjects taught in school. To him, his experience seems 
to be one of unreasonable ostracism and discrimination, 
and his attitudes are likely to develop accordingly. In 
many cases there is an emotional lability or incontinence 
that may be due to any one or more of these things: the 
brain damage itself, the effect of anticonvulsant medi- 
cation, or the psychological and personality reaction to 
the frustrating situation. The parent must accept these 
reactions with much more tolerance than would be given 
normal children, although the epileptic child will resent 
evidence of distinction in treatment and attitude. 

It is of utmost importance that the best possible medica- 
tion be found and used under competent supervision and 
that the child’s social development at home, at school, 
and at play with other children be facilitated as normally 
as possible. There is no reason for shame or for shielding 
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the child from contact with friends or str 
should the child be “spoiled” by oversolici 
barrassed by too much help from the 

Many schools, institutions, and em 
a degree of protection of the epilepti 
laudable in Purpose, is in f 
capping. For example, 
Son even under succe 
work at certain m 
sions should be mad 


angers. Neither 
tousness or em- 
parent. 

ployers will insist on 
c person which, while 


likely to produce 
which is much more 
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of an inability to learn and profit from experience on a 
par with normal or average expectancy. A very large 
Proportion of children or adults with “mental” handicaps 
have disorders of one or more of the three types discussed 
above, and many have other, rarer types of pathology. 
However, they constitute the largest single group of handi- 
capped persons and frequently suffer the stigma of being 
called “feebleminded,” besides being subjected to the 
Social and occupational discrimination that usually accom- 
panies the label. The proportion of our population which 
may be called mentally handicapped or mentally deficient 
depends upon the criteria used by the investigators or 
authorities, There is no single definition or criterion that 
has been unusually satisfactory. In the United States, the 
definition proposed by Dr. Edgar A. Doll, who was my pred- 
€cessor at The Training School at Vineland, N.J., is proba- 
bly most widely accepted among physicians, social work- 
ers, school authorities, and psychologists. To paraphrase 
Doll’s definition, for the sake of brevity, it is a condi- 
tion of social incompetence due to subnormality of intel- 
lectual powers which have been developmentally arrested. 
It is a condition which obtains at maturity, i.e., a perma- 
nent kind of inferiority or handicap which is of constitu- 
tional origin and cannot be cured. This means that it is 
due either to heredity or to damage from disease, depriva- 
tion, or trauma. The reader will note the complication 
in the provision or caution that the condition exists at 
“maturity.” Maturity is taken to mean that age at which 
physical and intellectual development have more or less 
come to a halt, when the individual has reached his peak 
biologically, physically, and intellectually, although he 


40 OUR BACKWARD CHILDREN 


may still gain much more in wisdom, skill, and social 
maturity. Maturity, in Doll’s sense, occurs at some time 
between the ages of fifteen and twenty-five in the pre- 
ponderant number of cases. 

“Obtaining at maturity” means that early diagnosis 
cannot be made in the strict sense of the term; one may 
merely make a prediction of the intellectual powers that 
will characterize the individual when he has reached his 
limits. For example, the psychologist who examines a child 
of ten and finds his mental age to be only five years might 
say, “At this time I find the child retarded five years, Or 
50%, in his mental development.” If the examination of 
the child’s history since birth shows a general and con- 
sistent retardation in development, physical as well as 
mental, he may well make the prediction that the child 
will have a permanent intellectual handicap and will 
classify as a high-grade defective when he reaches matu- 


rity, i.e., his intellectual powers will still be approximately 
50% below normal, 


defective and, practically speak 
the average child of ten, there is 
suffering a severe mental handic 
ing merely in the statistical sens 
small that a child of ten who can perform intellectually 
no higher than at the five-year level wil] have norma 
average intellectual ability as an adult, Nevertheless, D 


ing, in comparison with 
no doubt that he is now 
ap. Furthermore, speak- 
e, the probability is very 


l or 
oll’s 
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precautionary provision should be remembered and fol- 
lowed by the examiner unless he has completely satis- 
f actory evidence of the etiology of the condition and knows 
that it is not the result of some temporary condition which 
might be removed or ameliorated before adulthood. All 
examiners who measure intellectual status or the IQ. 
should remember that most people change by more than 
ten points in I.Q. over a span of ten or fifteen years, and 
a substantial number may improve by as much as twenty- 
five points. In theory, the I.Q. is thought to be stable, but 
Its stability is actually only relative. This is one of the 
reasons why I.Q.’s should be “measured” and reported 
only by well-trained and experienced examiners who under- 
stand the nature of intellectual development and the 
dozens of conditions that may affect both the rate of its 
development and its peculiar manifestations at any given 
time, 

, On the basis of numerous surveys of population samples 
in the United States and elsewhere, notably England, one 
may say that at least 2% of the population is mentally 
defective in the sense of having a tested or testable intel- 
lectual ability of less than 70% of normal. The I.Q. of 70 
1s generally used as the upper limit of mental deficiency, 
although many authorities, with good reason, would say 
that anyone with an I.Q. under 80 suffers an intellectual 
handicap. If 80 were accepted as the upper limit of mental 
deficiency, we would have to say that approximately 10% 
of our population is mentally handicapped. Thus, depend- 
ing on whether one takes 70 or 80 as the upper limit, one 
finds the rather impressive figures of 3.2 or 16 million 
mentally deficient residents of the United States. 
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As Doll and others have wisely pointed out, however, 
social and occupational adjustments are of immense im- 
portance in making any estimate of the number of men- 
tally handicapped. For example, it does not seem to be 
accurate, or even significant, to say that a man who holds 
a job, supports a family and gets along with his neighbors 
or is generally a well-adjusted member of a community is 
“feebleminded,” even if his I.Q. is found to be only 65. 
There are many such people. On the other hand, there 
are many people who have L.Q.’s of 85, yet who do not 
seem to use their intellectual power, who are chronically 
Prone to use defective judgment, who cannot look after 
themselves, and who are frequently in trouble with their 
communities. Let us say, for the sake of brevity, that there 
ates at least five million persons 
handicapped in their intellectual 
sely be called mentally deficient. 
of the efforts of those who have 


alled mental deficiency has gone 
into the problem of classification, No dou i 


build up a science of the subject, 
description and classification There has 
ble confusion, however, as to the b 
classification. If one is medically 
nology, it is natural that one will 


been considera- 
ases for description and 
trained, say in endocri- 
look for endocrine dis- 
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of the group may differ in social adjustment or intellectual 
development, Another professional worker, for example, 
an administrator with medical training, may naturally 
classify his subjects according to medical problems, physi- 
cal stigmata or institutional adjustment. Educationists 
tend to classify according to educational or vocational 
aptitude and achievement. The early psychologists whose 
interests in the field came largely from their study of indi- 
vidual differences or from their training in intelligence 
testing tended to classify defective children from two 
standpoints: that of etiology and that of intellectual abili- 
ties, Thus, we have had all sorts of systems of classification, 
with the result that the newcomer in the field, as well as 
the parent who wishes to learn something about it as an 
aPproach to his personal problem, is often at a loss to 
understand the significance of the confusing schemes of 
classification. 

If we begin our inquiry on a rather unusual but practi- 
cal basis of asking why or how each member of a popula- 
tion of “feebleminded” persons came to be in the group, 
we will get some surprising and interesting answers. Let 
US assume that we know nothing whatever about mental 
deficiency but have entered the grounds of an institution 
or training school and are interested in what we may see 
and learn. We are met by an employee who happens fo 
know the case histories of all the children or residents in 
the institution, and we begin to ask why this child is there, 
then that child, and then another until we have covered 
the institution’s whole population. Here are some of the 
answers we might get: 
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1l. “Why, this child, Ben, was born with this spastic 
paralysis, he has always been bedridden, has never learned 
to care for himself or to talk, and the parents were advised 
by their doctor to bring him to us. We have many just like 
him.” 

2. “This child, Paul, is a smart little boy who was found 
as an infant on someone’s doorstep. The lady took him in 
and cared for him as her own for three or four years, but 
then her husband died and she had to go out to work to 
Support herself and four of her own children, so she asked 
us to take Paul. We're glad to have him, as he catches on 
to everything quickly and will be a useful worker when 

e grows up.” 

8. “Mary, here, comes from a disreputable mother who 
had children by a number of men, both white and black. 
She neglected her children fearfully; some of them died 
in infancy, probably of malnutrition, and Mary was 
brought in by the policeman when her mother was taken 


to the prison for Stealing. She’s a very difficult girl, head- 
strong and ill-mannered.” 


4. “Oh, Pete, here, is what they call a moron. I guess 


chool, but he does a 


6. “Why, Jim is here because he’s a microcephalic, Do 
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you see how little his head is? His parents wouldn’t keep 
him because they said he was a freak, and they just couldn’t 
keep up with him, he’s so active.” 

7. “I don’t know what's wrong with Alice, and her folks 
are such nice people, too. Sometimes she seems bright 
€nough; she can read and write and play the piano, but 
she wouldn’t go to school and she usually just sits and 
Seems to talk to herself a lot. And sometimes when her 
parents come to visit her she just doesn’t seem to know 
them and she won't talk to them—and they bring her such 
nice things,” 

8. “Well, you sce, Joe is here because he has fits; they 
call him epileptic and we have to watch him pretty care- 
fully so he won’t hurt himself. He can draw wonderful pic- 
tures but he hasn’t been able to go to school because of his 
Spells,” 


Let us suppose now that we ask our host about the intel- 
ligence of all these children: “What are their I.Q.’s?” We 
would probably get an answer such as the following: 
“Well, I don’t just know for sure but I guess they must all 
be pretty low, because, you see, this is a training school 
for the feebleminded, so they must be low. I'd better take 
you over to see the psychologist; she can tell you about 
their 1.Q.’s.” 

This imaginary conversation is, I believe, quite repre- 
Sentative of the explanations one would be given in the 
average institution. What may we learn from it as to the 
classification of the children? First, they seem to be in the 
institution more for social reasons than because their 1.Q.’s 
are of any particular low order. In fact, our host did not 
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discuss intelligence beyond a few inferences about a few 
of the children, It seemed that the social conditions in 
the home and the physical condition of the children ges 
more influential than anything else in causing the childre 
to be in the institution, fa 
Let us now look into these typical cases more closely; 
and perhaps we should call on the psychologist for more 


information on the eight children mentioned above. 


l. The first child, Ben, was helpless and bedridden p- 
spastic paralysis since birth. We find that his I.Q. is 2 1 
is, he achieves as much on a standard psychologica 
test of intelligence as does the aver 
although his actual 
cance is this LQ. of 20 in the li 
paralysis? Can we sa 


» healthy two- or ten-year-old 
Even if we were primarily 
apacities, how do we know 
are as valid or fair for this 
home? No doubt we would 


as muscular co- 
developing, Inci- 
Pacities, although 


ordination, have been prevented from 
dentally, therefore, his intellectual ca 
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they cannot be adequately or usefully measured, must 
be at a very low level. It may be argued that this child 
could well be cared for in an institution for congenital 
paralytics rather than in one which serves also as the home 
of Paul, the second child. 

2. The outstanding element in Paul’s case seems to be 
that he was unwanted by his mother, yet she must have 
been anxious for her baby to have a home anda parent’s 
love. It would seem from the statement that he is a smart 
little boy who will be a useful worker, and that he would 
not be in the institution at all if it weren’t for his foster 
mother’s inability to keep him in addition to her own chil- 
dren during her economic distress. Thus, a social or eco- 
nomic problem brought Paul to this institution. It is true 
that when the social worker took him to the clinic for 
examination, at the breakup of his foster home, he achieved 
an I.Q. of only 75 and so he was brought here rather than 
taken to the county children’s home. Now, of course, the 
Psychologist tells us that since he has made a good social 
adjustment his I.Q. has gone up to 85 and there seems to 
bea probability of it going up another five or ten points. 
Thus, in Paul, we have a victim of a social-economic prob- 
lem, but there is little doubt that his intellectual abilities 
are such that he should be thought of as a potentially 
normal child. He is not mentally defective and should not 
be in such an institution, even though it is still easy to find 
people who think that illegitimacy and mental deficiency 
go together. 

8. Mary represents quite a different problem. As with 
Paul, above, some provision had to be made for her, and 
her reputation for sexual delinquency made acceptance 
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in a foster home in her community impossible. Mary had 
been habitually truant from school, with one excuse ae 
another given by the mother, and she had been thoroughly 
ostracized by other children of her own age. To be sure, 
both Mary and her mother earned low 1.Q.’s, — 
60 and 70, although Mary’s putative father was though 
to be above average in intelligence. The test given : 
Mary’s mother was incomplete and invalid due to pa 

of co-operation, but the I.Q. of 62 was entered in Hi 
record. Mary showed great variability in her test par 
some scores at an T.Q. 50 level and others characteristic K 

normality, Her verbal LQ., in fact, was 58, while her per- 
formance L.Q. was 80. 


e 
Mary does an excellent job in the laundry, under on 


= aie ho 
a group of younger girls w. 


at the problem in Mary’s case i 
She was not brought to the insti- 
LQ. or evidence of mental defi- 


Surroundings and one examiner 
thought she had the capacity for an I.Q. of 90 to 95. Possi- 


en salvaged by the right foster 
home, and possibly it is not 


e is now sev 
of what ha. 
defective, 


enteen. 
s been called the 
All members of his 


4. Pete is an example 
“garden variety” of mental 


HANDICAPS AND THEIR FORMS 49 


family seem to be defective in intelligence, though not in 
physical strength and manual skill, Pete’s condition seems 
to be due to heredity, and experience with children of 
his sort has failed to show that they change much in 1.Q., 
although they are apparently quite capable of learning 
many kinds of manual occupations and of developing rea- 
sonably good judgment and prudence in handling their 
economic problems, so long as they have someone to go 
to for advice. Pete and others like him tend to be rather 
gullible and suggestible to the blandishments of high- 
Pressure salesmanship so that friendly counsel is often 
needed to prevent them from being submerged under a 
Mountain of installment-buying debts for everything from 
television to correspondence courses in how to “get rich 
quick.” No doubt at his age (fifteen), Pete belongs in an 
institution, although adequate training in it should enable 
an to earn a good living in the community by the time 
pes i if friendly, supporting counseling can be 

5. Jane is called mongoloid because of a nu 
Physical symptoms and a true defect in her ability to learn 
or grow intellectually beyond about half the level achieved 
by the average normal girl of her age. Jane seems to be 
quite happy with her friends and with the institution's 
simple routine. She recognizes her parents and enjoys 
visits from them, but they seem to miss her much more 
than she misses them. When we ask about the cause of 
Jane’s condition, we learn that there are a number of 
theories, but that none has so far been proved. It does 
seem certain, however, that something goes wrong in the 
first two months of embryonic life. It might seem to us 


mber of 
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rather strange that Jane is called mentally defective and 
that she and thousands of children like her are cared for 


little research is being done to find the cause of this = 
markable condition, although we are told that at leas 
one out of every 500 births in the United States is a 


boy who has spastic paralysis, and with Jane, the mongo- 
loid, in his need for cons 


to be of only secondary interest to know the L.Q.’s of such 
children, 


to capacity, her efficiency on any of the test 
from day to da > and there haye been ]j 


of her peculiar behayior at home and her inability to get 
along at school and with the other children of the com- 
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munity. It seems that Alice’s parents have quarreled a 
great deal over her. Finally, they took her to a doctor who 
gave her an intelligence test and then said she was feeble- 
minded and should be placed in an institution. The doctor 
seems to have had no idea of the cause of her condition 
and did not seem to think there was any significance in 
the facts that her parents were of superior intelligence, 
that she had no early childhood diseases, and that she was 
actually advanced in such things as sitting up, walking, 
and talking. At any rate, Alice just seems to us to be pe- 
culiar in her behavior, and we wonder if she isn’t suffer- 
ing from a personality disorder rather than from intel- 
lectual deficiency. 

8. Joe, the child who has fits or convulsions, was sent 
here also on the advice of the family doctor who said all 
epileptic children should be in institutions, for their own 
protection as well as for the improvement of the social 
life of the parents and other children. We ask about Joe’s 
LQ. and are told that it varies remarkably from one test 
to another with almost normal results in comprehension 
and some practical performance tests, but with quite low 
Scores in tests requiring arithmetic, memory, and reading. 
We wonder if the fact that Joe has never been to school 
or taught at home has anything to do with his low scores 
I some areas, and we ask how often he has seizures. It 
turns out that he is given a strong dose of anticonvulsant 
medication and has only about one convulsion a month 
now. Furthermore, Joe usually knows when he is going 
to have one and lies down or goes to bed beforehand. It 
Seems to us that Joe’s convulsions are the important thing 
in his case and that the medical problem is much more 
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important than the matter of his LQ., whether it’s high 
or low—or, as seems to be the case, both. 


We have given considerable time and space above to 
a description of eight imaginary children who are repre- 
sentative of the problems one encounters in the typical 
institution or school for mentally defective children, As 


ligence. Two children, Paul and Mary, seem to us to have 
been in need of one chief thing: a stable home with nor- 
mal family relationships, Three of the children—Ben, the 
Spastic; Jane, the mongoloid; and Jim, the microcephalic— 
have low 1.Q.’s, to be sure, but aren’t their physical and 
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tional populations of retarded children, we do not wish 
to imply that they represent all cases or that their types 
are to be found in equal numbers. There are no accurate 
data to be had, because diagnostic and classification 
schemes vary from place to place, but we would probably 
not be far off the mark in estimating that: 


1. Pete, the familial moron, represents about 20% of all 
cases, 

2. Ben, the spastic; Jane, the mongoloid; and Jim, the 
microcephalic, together represent about 80%. 

8. Alice, who is emotionally disturbed or psychotic; 
and Joe, with epilepsy, represent about 15%. 

4. Paul and Mary, who seem to need good homes more 
than anything else, represent about 35% of all cases. 


This kind of fourfold breakdown of cases might suggest 
a classification scheme according to possible disposition 
or place of treatment of these children. No doubt most of 
the Petes in Class 1 need an institution for protection 
and training and follow-up counseling after discharge. 
There may be a million in this category, but many do not 
need institutionalization. Possibly two million are repre- 
sented by Class 2. They need permanent care and protec- 
tion, possibly in their own homes, but more likely in pub- 
lic or private institutions especially suited to their needs. 
Class 8 would seem to us to represent problems that 
should and could be handled in the great majority of cases 
in community clinics on an outpatient basis. Parents need 
special professional help with such children, but most of 
it could be given in their homes if they are otherwise ade- 
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quate for the rearing of children. Class 4 is not mentally 
defective in any real sense, but represents a large group 
of victims of social disorder. Social agencies in the com- 
munity might find suitable foster homes for these children 
and thus rehabilitate a very large segment of our popula- 
tion into useful, productive citizens, Possibly over two 
million who are now thought of as “feebleminded” are in 
this category, most of the younger ones subject to rehabili- 
tation. They should be enabled to work in the community 
as ordinary citizens and pay taxes themselves rather than 
allowed to constitute a serious drain upon the taxes paid 
by others, 

There are other ways, of course, of classifying the chil- 
dren represented by our eight cases discussed above. One 
very common way is to classify them roughly by the na- 
ture of the cause or etiology of their disorders. The three 
major categories according to this approach are; familial 
or hereditary, organic, and psychogenic. The last cate- 


gory is made up of cases involving disorders for which 
there seems to be no heredit 


responsible. Paul, Mary, and Alice fal] into this category, 


which accounts for about 45% of all cases. Ben, Jane, 


e Pete is in the familial cate- 
gory, representing about 20%. No doubt much of the 
organic pathology represented in 


be of hereditary origin. We do not mean to imply that these 
three categories are mutually exclusive; in fact, there are 


many cases of mixed etiology in which two or all three of 
the categories are involved. 
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Some readers might wonder and ask, “What about that 
nice system of classifying cases according to LQ.P You 
have said nothing yet about idiots, imbeciles, morons, and 
borderline cases.” Many institutions do classify their chil- 
dren according to these labels, and in the early years of 
enthusiasm over the newly developed intelligence tests 
there seemed to be good reason to use such a system. But 
while it is important to assess intellectual functions and 
capacities as accurately as possible, there seems to be no 
particular social value in classifying these children or any 
other population according to I.Q. levels alone. 

Possibly the following table might help to clarify or 
systematize the above discussion. It must be remembered 
that there is no valid evidence for the percentages given 
under any of the categories. They indicate merely what 
may be called intelligent guesses. 

Tase 1. Estimates of the percentages of mentally 


handicapped children who belong in different 
diagnostic categories 


Categories Per cent 
Familial or hereditary 20 
System 1 + Organic 35 
Psychogenic 45 
100 
Familial or hereditary 20 
System 2 Defects of development 30 
Epileptic and psychotic 15 
Culturally deprived 85 
100 
Borderline, I.Q. 70 and above 40 
Sustem 3 1. Moron, LQ. 50-69 30 
y Imbecile, I.Q. 25-49 20 
Idiot, I.Q. 0-24 _10 


3 


Some Everyday Questions and 
“Technical Matters” 


IT is the purpose of this chapter to describe a number of 
subjects which are often thought of as technical, scientific, 


The topics discussed here are all matters which the 
parent of a handicapped child, as well as the professional 
person who tries to help, should understand. Further clari- 
fication may be found also in a number of sources, 

56 
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Intelligence 


To begin with, “intelligence” is a term which everyone 
uses and which for each person must mean something. 
However, in any randomly selected group of people, a con- 
fusing number of definitions would be found. It has been 
and will very likely always be impossible to achieve any 
real precision in defining intelligence or to arrive at any 
definition on which everyone could agree. Part of our diffi- 
culty, perhaps, comes from the fact that the word “intelli- 
gence” is a noun and leads us to think that it stands for 
something tangible or measurable, something that can be 
observed. Nouns usually do stand for things, but in this 
case the noun “intelligence” represents a condition, charac- 
teristic, or quality of behavior rather than an actual thing. 
“Electricity” is the same kind of noun, representing a force 
which has effects and characteristics which we measure. 
“Personality,” likewise, is a term which we use to represent 
characteristic ways of behaving. When we say that a per- 
son has a good personality, we mean that he acts or behaves 
in ways that are pleasing to us. Thus, when we say that a 
person has great intelligence, we usually mean that he 
exhibits an unusual degree of competence, ability, or un- 
derstanding in certain kinds of functions. In other words, 
we may describe a person’s behavior by saying that he acts 
intelligently, more intelligently, perhaps, than his neigh- 
bor. However, the noun “intelligence” is convenient, and 
it would be awkward to avoid its use. But we should be 
aware of its broad meaning when we use it, and not be 
trapped into the assumption that it stands for something 
tangible. 
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Can any or all kinds of behavior be described as con- 
forming to a particular level of intelligence? For psycholo- 
gists, intelligence refers only to that kind of indirect be- 
havior which depends upon words, symbols, ideas, con- 
cepts, imagination, and the perception of relationships and 
abstractions, and not to direct, concrete acts such as driv- 
ing a car, running a complex machine, or making beautiful 
lace. The latter may best be described as acts of skill rather 
than of intelligence, The distinction, however, between a 
skillful act and an intelligent act is not always obvious. 
In many cases, skill increases the degree to which an act 
is performed intelligently, and often the more intelligently 
an act is performed, the greater may be the benefit derived 
from the skillfulness of the performer, The skill of the 
artist illustrates the former example, while the racing 
driver is more likely to win if his judgment is more intelli- 
gent than that of his competitors, than if he relies on skill 
alone. 

When one says that John has more intelligence than Jack, 
he means, or should mean, that John acts or deals with 


greater success in the academic work of his school? Yes, 
for the terms “intelligent” and “intelligently” properly be- 
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long to the kind of behavior needed for success in academic 
work, 

We must add another condition or complication to the 
goal-directed nature of intelligent behavior. It is not quite 
fair to compare John and Jack in regard to how intelligently 
they act, unless their goals are the same, or nearly so. One 
may be tempted to say that a child of a primitive tribe of 
Africa is less intelligent than the healthy son of a Harvard 
professor. The statement might be true, but there is no evi- 
dence for it, since there is very seldom an opportunity to 
compare them when their goals are the same. Here is a 
true story which may bring out an important point. Once 
there was a child of a primitive tribe whose members had 
four number concepts. They could think of one, of two, 
of three, and of many, but they had no means of handling 
other numbers, This boy was brought to the United States 
when very young, was reared as an American, and went to 
Harvard University where he won a prize and great honor 
for his work in mathematics. The moral, of course, is that 
the boy from Africa had inherited a potentiality for highly 
intelligent behavior. By rearing him in an environment 
where his goals and interests became similar to those of 
other young men, it was possible to compare their behavior 
in achieving their goals in mathematics and to say that the 
African behaved more intelligently than his competitors. 
This question of the nature and strength of goals is worth 
Stressing, for we make many errors in comparing the in- 
tellectual behavior of our children when we neglect to 
compare also the nature of their goals. We do likewise, 
of course, when we allow ourselves to assume that natives 
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of many foreign countries are less intelligent than we. The 
divergence in customs, habits, and goals does not by any 
means indicate either a higher or lower potentiality for 
intelligent behavior. One might say that it reveals stupidity 
or a lack of intelligence to say that foreigners or members 
of other races, religions, and nationalities are less intelli- 
gent than we. 

Intelligence is often confused with level of education. 
If you stop the “man in the street” and ask him if John, who 
has a Ph.D. degree in philosophy, is more intelligent than 
Jack, who left school at the eighth grade, you are likely 
to get the answer, “Why, of course, John is more intelli- 
gent! What do you take me for, a moron?” Well, the “man 
in the street” may be right; but he is answering the ques- 
tion in just the way that a moron would, Let us not jump 
to the conclusion that he is a moron, however! He has 
merely made the common mistake of linking education 
causally with intelligence. It is perfectly true that if you 


compared all the Ph.D.’s in the United States with all those 
who stopped school at the ei 


ably find the average I.Q. 
points higher than that o 
just the average. What 


for the eighth-grade grou 
tribution for the Ph.D.’s 
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striking aspect of the diagram is its showing that 45 of 
those who stopped school at the eighth grade, or almost 
half of them, have I.Q.’s as high as or higher than those of 
some Ph.D.’s. So our “man in the street” would have been 
quite wrong if John were one of the two Ph.D.’s whose 
1.Q’s were between 101 and 110 and Jack were among 
oy 45 in the eighth-grade group whose I.Q.’s were above 
0. 


What can we say about the top ten or twelve of the group 


37 37 


71-80 81-90 91-100 101-110 m-120 
L Q. Groups 
E Stopped school at 8th grade [J Obtained Ph.D. degree 


Figure 2, Distribution of I.Q.’s among two hypothetical groups 
of 100 each. One group consists of those who stopped school 
at the eighth grade and the other consists of those who ob- 
tained Ph.D. degrees. 


121-130 131-140 141-150 
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of 100 who left school early? Obviously, they had sufficient 
intellectual potential to acquire the doctorate, and it is not 
because they are less intelligent that they did not do so. 
It is probable, then, that they had either no goals or no 
interests in the direction of higher education, or no op- 
portunity to go to school beyond the eighth grade. We 
would be much nearer the truth, then, if we said that the 
higher one goes in the academic hierarchy, the higher are 
the 1.Q.’s to be found, partly because greater demands 
are made at the higher levels for intelligent behavior and 
partly because those with lesser potentialities, without the 
goals and aspirations, and without the opportunity drop 
out of school earlier. 


The 1.Q. or Intelligence Quotient 


It is rather surprising how often the concept of the I.Q. 
eludes even those who have had a college course in psy- 
chology. A sincere and intelligent schoolteacher recently 
told a parent, “Mary is a sweet little girl and I think she 
will do well in school; you know we found that she has an 
LQ. of 80 and that is pretty good for a child of six.” Let us 
be sure we understand what a serious and rather foolish 
mistake the teacher made in making that statement to 
Mary’s parents. 

The I.Q. is simply a figure which expresses the ratio or 
relationship between the score made on an intelligence 
test and the score which would be predicted for the child 
if only his age were known. That is, Mental Age divided 
by Chronological Age equals Intelligence Quotient. 

Strictly speaking, the I.Q. refers to the scores obtained 
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and predicted on the type of test designed by Binet in 
Paris and modified in the United States, principally by 
Goddard at The Training School at Vineland, New Jersey, 
and by Terman at Stanford University. Fifty years ago, 
Binet had the task of sorting out those children who could 
be expected to succeed in the public schools of Paris and 
those who could not be expected to succeed, Binet believed 
that we are all endowed with a certain potential for in- 
tellectual behavior of the kind required by the schools and 
that this potential increases year by year throughout child- 
hood, just as do such things as height and weight. Binet’s 
tests were designed to be appropriate for different age 
levels and thus to discriminate between those ages. For 
example, a fairly adequate circle can be drawn by most 
three-year-olds, but not by many younger children. A 
square can be drawn by most five-year-olds and a diamond 
can be drawn by most seven-year-olds, but not by many 
children younger than those ages. Binet’s tests were ar- 
ranged, then, in the approximate order of difficulty, and, 
when administered to a child, the examination could begin 
with simple tasks which the child could perform with ease 
and proceed to more and more difficult problems until 
finally the child could pass no further tests. If we assume, 
for example, that John passes all the tests which were 
found to be appropriate for the eight-year-old child, that 
is, too difficult for most children under eight and quite easy 
for children over eight, we would say that John reveals 
an intellectual ability corresponding to eight years. Binet 
and all subsequent examiners who used this type of test 
would say that John had a “mental age” of eight years. 
Now, if we find that John is actually only six years old, 
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we can say that John’s Mental Age is eight-sixths, or 1.33 
times, as great as his actual or Chronological Age or is 183% 
of his true age. If we merely drop the decimal point and 
the percentage sign, we have 133, which we say is John’s 
L.Q. But let us suppose that John is actually ten years old. 
In this case, his Mental Age or “M.A.” is only 0.80 or 80% 
of his Chronological Age, or “C.A.,” and we say that his I.Q. 
is 80. We see in this example that it is quite a different thing 
for John to be advanced two years beyond expectations in 
M.A. than it is to be retarded two years. In the first case, 
his I.Q. is 83 points greater than expectancy, or the I.Q. 
of the average child, while in the latter case, his I.Q. is 
only 20 points lower than expectancy. 

Three further things should be known by the parent 
about L.Q. First, it is derived only from tests which compare 
mental performance with what is expected according to the 
child’s age. Such tests of intelligence are actually designed 
to predict school success, and intelligence is assumed to 
be that common power or potential that we all have which 
may determine the relative degree of success we may be 
expected to have in school. 1.Q.’s and such intelligence tests 
are most useful with children between the ages of four or 
five and fifteen or sixteen. They are not well standardized 
or as valid and reliable for younger children or for adults. 

Secondly, most psychologists use various kinds of in- 
telligence tests and I.Q.’s for children and adults of all ages. 
They may usually make quite useful estimates and predic- 
tions of so-called intellectual types of performance by peo- 
ple of any age. The interpretations and conclusions to be 
drawn from these estimates, however, require greater de- 
grees of clinical knowledge and judgment than is ordinarily 
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necessary for the Binet or Terman type of test with school- 
age children. Finally, it is especially necessary to point 
out that all tests of intelligence and all 1.Q.’s reported for 
handicapped children need special interpretation by ex- 
aminers who are well trained and experienced in their uses 
and limitations, For the average teacher, physician, or psy- 
chologist to use them with handicapped children is com- 
parable to putting a price on a piece of platinum by weigh- 
ing it on a roadside scale for heavy trucks. The owner of 
the platinum would not be satisfied by such a procedure, 
but the parent of a handicapped child often has to be be- 
cause he is not aware of its inadequacy. 


Special Abilities and Aptitudes 


Many children as well as adults have skills and hobbies at 
which they greatly excel. There are the mathematical wiz- 
ards who can tell you quickly and without the use of pencil 
and paper how many hours elapsed between the declara- 
tion of the Civil War and the death of President Lincoln, 
making due allowance for the intervening leap year. There 
are the child prodigies of the piano or musical composition. 
And there are those who can tell you the batting averages, 
by year, of major league baseball players, and those who 
build intricate and minutely detailed ship models inside 
glass flasks. Should these extremely talented and accom- 
plished people be thought of as having intellectual genius 
or do they exhibit a different kind of “intelligence” than 
the rest of us? No; these accomplishments represent special 
aptitudes or abilities which have been developed under 
unusual circumstances, First, they may have a good start 
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because of the inheritance of unusually good sense organs 
and muscles. Secondly, they have developed interests and 
goals in these particular areas which have impelled or 
driven them to great persistence over weeks, months, and 
years of practice. In general, there is no causal relation- 
ship between these talents or achievements and the in- 
tellectual potential as measured by intelligence tests. A 
person who has the capacity for intelligent behavior may 
have an advantage in developing a special aptitude if he 
is well enough motivated to do so, but on the other hand 
there are probably many of these unusually talented peo- 
ple who are strongly motivated by a form of compensation 
for feelings of inadequacy in the areas of intellectual 
achievement. Few of them have shown motivation for 
academic attainment and it may be doubted if they would 
have succeeded in intellectual pursuits even if they had 
been highly motivated. 

Special abilities are highly desirable and have great so- 
cial and economic utility if their pursuit and achievement 
are in some degree of agreement with good taste or the 
customs of one’s society. I once played bridge with a man 
of about thirty who was certainly handicapped mentally, 
but who had an accurate memory for each of the fifty-two 
cards played in a hand by all four players! No doubt he 
might have needed a little more of the potential called 
intelligence to be able to tell with greater and greater ac- 
curacy after each succeeding trick just which cards would 
be played by which players but he was a fairly good player 
in any case. This ability would have been worth money if 
he had wanted to gamble! Or one might imagine a greater 
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utility for the man who memorizes railroad timetables or 
the frequently changing airline schedules! 

For the handicapped child, it is important to find an 
area in which he has the constitutional or physical potential 
and then to devise ways of creating strong motivation in 
the child for outstanding accomplishment in some particu- 
lar thing in that area. There are many crafts and skills 
which may be developed to the extent of bringing the 
handicapped child or adult considerable recognition and 
respect from others and a degree of acceptance by his com- 
munity. Such recognition and appreciation make all the 
difference between tragic unhappiness and deterioration 
on the one hand, and happiness and self-respect on the 
other. Instrumental musical performance, lace- and needle- 
work, cabinetmaking and furniture refinishing, hunting 
and fishing, lettering and sign painting and a host of other 
skills may be developed under adequate motivation to 
become useful special abilities. 


What about Heredity? 


One of the most frequent questions which parents ask 
themselves, if not others, concerns heredity. If one has 
made an outstanding success, it is pleasant to credit one’s 
judgment and industry, while if one fails at something, it 
is tempting to blame one’s circumstances or heredity. If 
one has a handicapped child, it is almost irresistible to 
contemplate the possibility that the handicap might be due 
to heredity. Naturally, such questions are of the most 
grave concern to parents who have handicapped children, 
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for they fear the possibility that the handicap might recur 
in another child, and they tend to feel a sense of guilt or 
responsibility for the child’s lifelong handicap. It would 
be well for all parents and potential parents to share some 
of this concern. However, they should not feel either guilt, 
responsibility, or shame in having a defective child unless 
they had been warned beforehand that having children 
would involve the probability of hereditary transmittal 
of some defect. The more information available to us on 
these questions of genetics and heredity, the less blindly 
will we approach parenthood and the less anxiety we will 
suffer because of doubts and fears, 

The field of human genetics or heredity is only partially 
explored, although much applicable knowledge has been 
gained from studies of plant and animal life where neces- 
sary controls may be exercised and generations succeed 
each other with much greater frequency. The argument 
as to whether heredity or environment is decisive in making 
us what we are still goes on in much the same terms as 
might have been overheard in college dormitories fifty 
years ago. Some of us seem to take pleasure in claiming 
that all our faults, strengths and peculiar abilities and at- 
tributes are due to our heredity, while others are equally 
sure that we are the victims or the remarkable products of 
our environment. Such arguments go on in spite of con- 
siderable research, new knowledge, and altered points of 
view on the subject. It is often asked whether or not room 
might be made in the curricula of our high schools and 
colleges for informative courses in human genetics. It 
would not be difficult to think of subjects which are of 
less importance to us! The reader who wishes to increase 
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his technical knowledge of this subject is referred to the 
text on human heredity mentioned in the Recommended 
Readings at the end of this book. 

Actually, the heredity-environment argument is not very 
meaningful except to the disputants. The question should 
not be put as an either-or proposition because there is no 
way to separate the influences of the two; they do not 
exist as separate forces in the human being. Each child or 
adult is a product of the combined and interacting influ- 
ences of heredity and environment. One cannot even speak 
of either one separately, except as an abstraction. 

It may be helpful to mention the following in the matter 
of hereditary influences. If one may speak of structure as 
Separate from function, one may say that heredity plays 
the major role in determining the structural characteristics 
of the person, that is, his height, complexion, hair and eye 
color, etc., while environment determines the ways in 
which these structures are used, the person’s behavior and 
function, But even this analysis is not entirely good, as 
function is determined in part by structure. 

In considering the various pathologies found in handi- 
capped children, we are taking less and less of a fatalistic 
view of the importance of heredity. Forty years ago most 
authorities thought that 90% of the “feebleminded” were 
due primarily to bad heredity. Now, there are very few 
who would claim that heredity plays a determining role in 
more than 40% of the cases. In most of these cases, the de- 
Sree to which the basic hereditary weakness accounts for 
incapacity is due to the harmful or beneficial influences of 
the person’s environment. For example, a person may in- 
herit a facial structure and appearance which would lead 
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to ridicule and ostracism in one environment, while in an- 
other environment such a face might connote the qualities 
desired in a leader and thus result in heightened prestige 
and acceptance. 

Many are convinced that heredity is responsible for the 
fact that so many people show traits of character—weak- 
nesses as well as strengths, attitudes, and even manner- 
isms—which were present in their parents and grandpar- 
ents. In the sense of true biological heredity, these people 
are probably mistaken. It is more likely that we develop 
the characteristics of those around us who serve as our 
models and whom we emulate. It is as natural for a child to 
copy the attitudes of his parents as it is to imitate and learn 
the language they speak. The child learns by imitating his 
parents, even though neither the child nor the parents may 
be fully aware that this is the case. 

When alcoholism occurs in three or more generations, it 
is difficult to refute the arguments of those who assert that 
it must be inherited, However, it should be pointed out 
that one’s belief in the inheritance of such a weakness from 
his parents is a very potent force in overcoming one’s re- 
solve to resist the temptation of liquor. If a man believes 
that alcoholism is going to “get” him anyway, he may 
think that it might as well be sooner as later. It is similar 
to the fatalism of the Hindu who may walk across a busy 
street with no fear or concern about the danger from traffic 
because he believes the date and manner of his death are 
already decided for him and there is nothing that he can 
do to change his destiny. Mental illness or psychoses of 
one form or another often occur in several generations of 
the same family. Again, as with alcoholism, a person’s be- 
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lief in heredity may be enough to tip the balance, as it 
were, in favor of his having a psychotic reaction like that 
of his parent or grandparent. We are on shaky ground here 
and do not really have sufficient evidence either to prove 
or disprove that a predisposition for a particular kind of 
Psychosis may be inherited. Many students of the matter 
would say that senile psychosis accompanying arterio- 
Sclerosis is largely a matter of heredity. One can point 
to many cases of arteriosclerosis, however, which may be 
due to heredity, in which senile psychoses do not appear. 
In other words, the physical or physiological reaction may 
be a matter of heredity, but the functional or behavioral 
manifestations of psychosis are not an inevitable conse- 
quence. 

It is quite likely that a large number of those children 
who are described as endogenous, familial, or “garden 
variety” mental defectives in our institutions do not actu- 
ally owe their low scores on intelligence tests to an in- 
herited weakness of some sort. It is perfectly true that we 
find a large number of such children in state institutions 
who repeatedly earn 1.Q. scores in the “retarded” ranges 
below 80. They have no particular incidence of physical dis- 
order. To the average observer they would not be differ- 
entiated from normal children in their own homes. How- 
ever, their case records almost invariably show a measured 
or suspected intellectual deficit in one or both parents and 
in one or more siblings. Thus, it is not surprising, perhaps, 
that these children are presumed to have inherited their 
deficiency. However, it might be better to be extremely 
cautious in this matter, until we have better evidence for 
heredity as the cause of the child’s intellectual handicap. 
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Might the handicap not be due to the impoverishment of 
the home surroundings in which the child was reared? 
Might it not be a matter of culture rather than of heredity? 
We do have evidence of a great deal of shrewdness, which 
is intelligent behavior of a sort, and adaptability and abil- 
ity to survive on the part of these “under-privileged” chil- 
dren. Let us remember that school attendance and attain- 
ment in school subjects rank about the lowest on their 
scale of values. In the world in which they live there is 
little survival value in knowing the things that earn higher 
than normal scores on intelligence tests. One may not over- 
look the fact that such records as we have indicate that 
many of these “familial” children are retarded in many as- 
pects of their early development such as sitting up, walk- 
ing, and talking. These abilities correlate fairly well with 
later tests of intelligence. It seems quite possible that the 
developmental retardation of these children as infants is 
a sign of hereditary weakness. On the other hand, we have 
some evidence which is about as good, showing that neg- 
lected, unwanted, unloved and unstimulated infants do 
not learn to sit up, crawl, walk, and talk as early as more 
fortunate infants in normally happy homes where they 
are wanted and loved. 

Perhaps we should say that inheritance may be the 
chief factor in many of these so-called familial or hereditary 
cases, but that psychological and cultural factors are re- 
sponsible in many others. This question is a major problem 
for research. If it could be shown which of these children 
could be identified in infancy as capable of more normal 
development, subsequent labeling of them as mentally de- 
fective could be prevented and commitment to institu- 
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tions avoided. We might be in a position, also, to develop 
legislation and social programs to provide what these chil- 
dren need at a time when it would be effective. 

Certainly we could devise much better approaches to 
the problem than the negative one of sterilization which 
is used in many states now to prevent the bearing of chil- 
dren by women who are presumed to transmit an heredi- 
tary weakness to their children. There is something quite 
alarming in the readiness with which authorities in some 
States order sterilization of young women who get low 
Scores on intelligence tests and are also economically and 
culturally impoverished, perhaps degraded and delinquent, 
unmarried, and obviously incapable of rearing a child 
Properly. Such tests are seldom the appropriate tools, under 
the circumstances, for measuring their intellectual poten- 
tials. It would seem, certainly, that we could hold out for 
evidence of defective heredity before depriving these girls 
of their rights as human beings. To say that they lost their 
tights under “due process of law” is hardly satisfactory 
if the court is not informed of what constitutes evidence in 
such cases. Could we not develop a system of publicly sup- 
ported nurseries for the care and rearing of these children 
until such time as their mothers might give them a home, 
or foster homes might be found, or until they are old 
enough to look after themselves? 

Perhaps we have given too much space to an argument 
here which is of little interest to many who may read this 
little book. Let it suffice, then, to say that it seems quite 
likely that society is now paying a tremendous price, in 
tax dollars and social losses, for its poorly founded assump- 
tion that heredity is responsible for mental deficiency in 
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so many of our children. There may be other readers, how- 
ever, who have followed this discussion with mounting 
impatience and want specific answers to their questions 
and concerns about their own children. There may be 
questions such as the following: “My husband and I each 
have a cousin who is not right. My husband's cousin is 
epileptic and is in an institution, while my cousin is at 
home but has never been able to go to school because of 
severe cerebral palsy, and they think he is also feeble- 
minded. For this reason we are afraid that we may have 
something that would be inherited by our children. Are 
we right in deciding to adopt a child?” Offhand, the best 
answer would be that if these two are the only serious 
cases of pathology or handicap in three generations, they 
would probably be taking much greater chances with an 
adopted child than in having children of their own. Unless 
it has been ascertained that heredity determined the cases 
of epilepsy and cerebral palsy, there is no reason to fear 
such pathologies in the children of this couple if they are 
normally healthy themselves. 

A related question which is often asked concerns reces- 
sive gene pathologies. This refers to the reappearance of 
hereditary traits in offspring which are not manifested in 
the immediate parents, but which may have appeared in 
grandparents, great-grandparents, or other earlier genera- 
tions. The chances are extremely small that such traits 
will appear in the offspring of any normal couple, but if 
either spouse has an ancestral history which gives ground 
for concern, it will certainly do no harm to consult with a 
competent geneticist or physician before planning to have 


children. 
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Let us say that deciding to have a child is like planning 
a long trip in a car over unknown country in which there 
may be few service stations and mechanics. For such a 
trip, one would want a thorough checkup of the car before 
starting out, to see that there are no inherent weaknesses 
which may cause trouble when it is too late to prevent it. 

To readers who have questions of this kind, one can only 
point out that it would not be safe or desirable in any way 
to attempt a discussion or a list of specific statements which 
the parent might apply to his particular child or problem. 
If the discussion here has given the reader a somewhat 
broader view of the problems of heredity, if he is able now 
to take specific questions to those authorities who might 
answer them, and if some of his doubts or anxieties are 
relieved, the discussion has achieved its purpose. 

Those readers who may wish a description of the many 
kinds of defects which seem to be due to hereditary causes 
are referred to Penrose (Recommended Readings). They 
should be cautioned against picking any particular symp- 
tom which they have noticed in their own or another child 
and assuming that the child has the disorder under which 
the symptom may be discussed. Too often, we make snap 
diagnoses or judgments based upon isolated or single symp- 
toms. “Dry skin,” for example, occurs in some types of 
pathological cases yet it is not to be assumed by the sug- 
Sestible reader that it, alone, is a symptom of those dis- 
orders! 
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“Birth Injury,” “Brain Damage,” and 
“Cerebral Agenesis” 


These terms are so frequently used by diagnosticians 
and clinicians whom parents consult about their handi- 
capped children, that it might be well to discuss them 
briefly. Some parents are not quite sure what may be im- 
plied by these terms. For a thorough discussion of these 
matters, the reader should refer to a text on pediatrics. 

There is no denying that the process of birth is a trau- 
matic experience for the child as well as for the mother 
(and for the father, too, for that matter! ), However, there 
are a lot of popular misconceptions about the permanent 
damage that may be suffered by many children at birth. 
These misconceptions and vague fears are often responsible 
for the anxiety and tension that build up in many women 
before they have their babies. This is a time when the 
expectant mother should be relaxed, happy, and looking 
forward to the new member of the family with cheerful 
and confident expectation. Anxiety and fear in the mother 
only add to the complication of difficulties faced by the 
baby. 

The problem is not so much whether the child is injured 
at birth as it is the kind and extent of injury that may cause 
permanent physical and intellectual handicaps. What we 
have to fear is injury to the nervous system, particularly 
the brain. It is likely that serious injuries are produced 
more by circulatory system disturbances of the blood sup- 
ply to the brain which cause “brain damage” than by me- 
chanical damage due to the use of forceps in delivering the 
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child or to the actual molding and squeezing of the head 
as it passes between the bones of the pelvis. The cranial 
bones of the infant’s head are both soft and movable so that 
the head may be squeezed and molded to a surprising ex- 
tent and still come back to a normal shape without causing 
any ruptures of the skin, blood vessels, or brain tissues. 
The brain itself is a soft, spongy mass of cell and connect- 
ing nerve tissue that can stand a great deal of pressure and 
Squeezing without damage. The use of forceps quite often 
produces ugly-looking scars on the child’s head, but it is 
rare that these scars or abrasions and tearing of the baby’s 
skin are more than superficial, That is, they are only skin- 
deep and seldom fracture or splinter the skull, resulting 
in bony fragments doing mechanical damage to the under- 
lying brain. 

Serious damage to the brain is likely to be caused by 
lack of oxygen in the blood supply of the brain, or by the 
interruption of circulation and blood supply by tiny lesions 
or ruptures in the arterioles of the brain which cause a 
stoppage of nutrition to the cells of the cerebral cortex. 
In the process of birth, the umbilical cord may become 
twisted about the neck, reducing both the intake of the 
mother’s blood through the cord and the flow of blood, 
with its necessary oxygen, to the brain through the carotid 
artery in the neck. Or, for some reason, the child may not 
breathe for a few minutes at birth, with a resulting lack 
of oxygen essential to the nutrition of nerve tissue. Vascu- 
lar lesions of the blood vessels of the brain are likely to be 
caused by two kinds of pressure. One is a “pounding” of 
the baby’s head against the pelvic bones with each con- 
traction of the uterus aimed at expelling the child. The 


78 OUR BACKWARD CHILDREN 


other is a sort of negative pressure or vacuum caused by a 
sudden or precipitate birth in which the child’s head almost 
explosively comes through the birth canal and experiences 
a great release of pressure on the top surface while still 
having a great deal of internal pressure. (The reader may 
demonstrate this phenomenon to himself by opening the 
mouth slightly and then sucking vigorously against the 
skin of the back of the hand. After a few seconds of this, 
a marked reddening of the skin will appear due to the 
gorging of the blood vessels with blood.) A sudden, strong 
engorgement may rupture the blood vessels and produce 
clots and lesions of a sort which may damage the brain. 
While a child may be injured by precipitate delivery, he 
is equally likely to be injured if delivery is artificially de- 
layed. There are many cases of obstetrical attendants force- 
fully crossing the mother’s legs and using other means to 
delay delivery until the doctor arrives. It is surprising that 
the attendants would take such heavy responsibility, but 
they may have been ignorant of the possible results of 
their action. 

Many parents are concerned about deliveries by Cae- 
sarean section. It is true that a larger proportion of children 
so delivered have permanent physical and mental handi- 
caps, but it is not clear in many cases whether the Cae- 
sarean delivery caused the handicap or whether a prior 
pathology of the mother and child made the Caesarean 
operation necessary. It seems clear that children born 
under elective Caesareans experience less damage than 
those who are delivered in this way after what is called a 
“failed trial,” that is, after hours of attempted normal de- 
livery. However, there is a surprising lack of precise knowl- 
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edge of some of the complications of human birth, and we 
cannot always provide clear and authoritative answers. 

Closely related to brain damage is a condition called 
“cerebral agenesis.” “Cerebral” refers to the outer layers 
of the cerebrum, the large part or section of the brain, and 
“agenesis” means a lack of development. In “cerebral agen- 
esis” the brain has not been injured or damaged but is de- 
fective because it has not developed normally or properly. 

Although many parents have been told by eminent spe- 
cialists that their children are defective because of “cere- 
bral agenesis,” there seems to be little agreement or under- 
standing of what is actually meant by the term. Possibly it 
represents merely an assumption or hypothesis in many 
cases. Unless we have confirmation by autopsy of diagnoses 
of “cerebral agenesis,” and until we have a better under- 
standing of what is meant by the term, it might be well to 
accept it as an assumption that, for lack of definite evi- 
dence, the brain is not structurally or functionally up to 
normal. 

We have said much, above, about the brain as the organ 
affected or damaged at birth. But it is possible that further 
research may show that the brain is not the all-important 
organ it has been thought to be. Possibly our preoccupation 
with the mysterious or little-known brain as the seat of 
the mind, soul, intelligence, conscience, will, etc., has led 
us to assume too readily that the defective brain is the 
invariable accompaniment of mental deficiency. Perhaps 
we have been looking too exclusively at the brain and 
should be giving more attention to the involvement of other 
organs and physiological systems of the body in the field 
called mental deficiency. Possibly the endocrine glands or 
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the sense organs are of more importance than we have 
thought. 


The Grades of Mental Deficiency 


As was said in Chapter 2, it is customary among many 
authorities and workers in the field to classify mentally 
handicapped children according to I.Q. This practice has 
much to commend it, and on the other hand, much to 
condemn it. Let us discuss it briefly before praising or blam- 
ing it. 

It was not until 1910 that the practice of grading chil- 
dren by I.Q. began in the United States. In this year 
Goddard, who had adapted Binet’s methods at The Train- 
ing School at Vineland, New Jersey, reported his first re- 
sults to the professional organization of Medical Super- 
intendents of Institutions for the Feebleminded. Prior to 
this, Galton and his colleagues had for some time been 
measuring various aptitudes, skills, and individual differ- 
ences among normal and handicapped children in Eng- 
land. Even after Goddard had demonstrated rather well 
the utility of this new approach through intelligence test- 
ing, there were many more experienced people who pro- 
tested the whole idea of measuring intelligence. They were 
sure that it was something intangible, of the spirit, as it 
were, and that it could not be measured or quantified as 
Goddard sought to do. The “mental testers” won, of course, 
and it was not long before there was a flurry of LQ. testing 
of all new admissions to institutions and of children who 
were suspected of feeblemindedness because of failure in 


school. 
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It was soon found that differences in I.Q. of a few points 
were of no significance and, to be cautious as well as fair, 
it was thought that no child with an I.Q. above 80 should 
be thought of as “feebleminded.” Within a few years there 
was general agreement on a classification somewhat as 
follows: An I.Q. below 25 denoted idiocy; from 25 to 50, 
imbecility; from 50 to 70, moronism; and from 70 to 80, 
borderline deficiency. The term moron, a Greek word for 
fool, was suggested by Goddard for the relatively high- 
level group which was called “feebleminded” by the Brit- 
ish. In the United States, it was customary to call all men- 
tally defective children “feebleminded,” regardless of intel- 
lectual level. 

It was not only easy to test and classify children accord- 
ing to these I.Q. labels; the practice had an air of scientific 
endeavor and knowledge of the subject. It also provided 
a basis upon which placement in school grades, job assign- 
ments, and plans for discharge or permanent care could be 
made with more assurance and less trial and error. By 
and large, children whose test performance was only a 
quarter of what would be normally expected at their age 
were definitely inferior and different in comparison with 
children who tested at half the normal expectancy for their 
ages, and these latter were quite different from children 
who could do 75% of what the average child of their age 
could do. 

Although Binet, Goddard, and Terman did not make 
specific claims or argue for the constancy of the I.Q., they 
believed that each child could be characterized by a pe- 
culiar rate of intellectual growth just as he had a rate of 
growth in height and weight. It was found that Binet’s 
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children in Paris seldom increased in their mental ability 
beyond age 16; therefore, an M.A. of 16 was thought to 
be the normal expectancy for intellectual development. 
People who reached an M.A. of 16 before they were actually 
16 years of age usually seemed to continue to improve in 
their ability to solve more and more difficult test ques- 
tions and it was thought that they tended to slow down 
and cease in this development after age 16, although their 
store of knowledge would still increase year by year. 
Actually, Binet gave relatively little attention to children 
over fourteen years of age, and the standardization of his 
test items for children over fourteen was never adequately 
completed, In the United States, it was found that most 
American youths tended to increase in intellectual power 
up to age 15 rather than 16, Thus, in estimating the I.Q.’s 
nded using a fixed figure of 
al age, with which to divide 
ly did American psychologists 
© stop their growth in intel- 


cease at 12. Let us see what 
to a child of 6 who can do all the 4-year tests but no more. 
He obtains an LQ. of 67 because his mental age of four 
years is 67% i 
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only 67% as much as the normal child gains, that is, at 
age 12 he will have an M.A. of 8. Now if he ceases in his 
intellectual development at this point, he will still have 
the mental age of 8 when he is 15 and we would expect 
then an 1.Q. of 53, which is a drop of 14 points in three 
years, Not all students have agreed that such a decline in 
LQ. is to be expected due to a cessation of intellectual 
growth at earlier ages among mentally retarded children. 
Some psychologists have found that tested I.Q.’s have con- 
tinued to increase in some cases even until year 80, in spite 
of predictions to the contrary. There is not really suf- 
ficient evidence that mentally defective children cease 
intellectual growth earlier than normal children. 

What are the faults in the system of grading or classify- 
ing defective children according to I.Q.? There are several, 
but authorities are by no means agreed on them. In the 
first place, the system or practice depends upon the merely 
hypothetical constancy of the I.Q. The assumption that 
ä child with an I.Q. of 100 this year will have an I.Q. vary- 
ing not more than four or five points from 100 next year, 
in five years, ten years, and at any later time, has never 
been verified, The best evidence we have, in fact, indicates 
that most of us change more than ten points in a few years, 
and more of us go up than go down. If this finding is gen- 
erally true, it raises havoc with some of our legal proce- 
dures which do not allow children whose 1.Q.’s are over 70 
to be committed as mentally defective. Suppose we have a 
boy up for commitment whose LQ. is 69. Should we com- 
mit him as a moron, or should we argue that commitment 
should be delayed and other provision made because in 
five or ten years he will have an 1.Q. of 80? Many would 
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argue for this latter course. And what about those cases 
who have increased 25 points or more in twenty years, 
who have advanced from a moron level to normality? Does 
this mean that the earlier examiner, or the recent one, 
was wrong or incompetent? No, it does not, although of 
course many errors are made in examining and reporting 
procedures. What this does mean beyond doubt, it seems, 
is that we should revise our ideas about the age at which 
the growth of intellectual potential ceases. Even now, fifty 
years after Binet developed his scale of tests, we do not 
have sufficient evidence on which to come to conclusions 
on these questions. > 
We are paying more attention these days to “scatter 
in intelligence tests, a phenomenon that Binet and all 
authorities since him have observed. “Sc 
most children do not simply pass all tests up to a certain 
intellectual level and then abruptly cease at that point. 
Rather, they tend more to do as we find in the following 
example. Bill was a ten-year-old boy who passed all test 
items at year 5, which is called his basal mental age, On 


the tests for year 6, he passed five out of six tests and thus 
earned ten more months of mental 


atter” means that 


him mentally defective? Some pe 


failed an item that even an average six-year-old child 
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passes. On the other hand, he passed three tests at the 9- 
or 10-year levels which means that he was about equal 
to the average boy of his age in those tests. 

Most psychologists today would argue against commit- 
ment of a boy like Bill on the ground that the I.Q. of 70 
does not really represent his intellectual potential and that 
there must be some temporary reason why he failed items 
as low as the 6- and 7-year levels. They would estimate 
that the child probably has a true intellectual potential 
somewhere between the 1.Q.’s of 70 and 100 and most 
likely in the dull normal range between I.Q.’s 80 and 90. 

Many psychologists have argued against a slavish de- 
pendence upon J.Q.’s and have called attention to such 
important considerations as vocational aptitudes, personal 
adjustment, and social maturity. Outstanding among these 
Psychologists is Doll, who developed the Vineland Social 
Maturity Scale, which is a collection of tasks and behaviors 
common in the American culture, scaled according to the 
ages at which they are normally accomplished. The scale 
1s quite useful in many circumstances, although it requires 
a skillful interviewer or examiner of adult informants. It 
calls attention to the significance of social adjustment, 
competence, and self-sufficiency which make all the dif- 
ference in the world between different children whose 
1.Q.’s may be identical. For example, it is not too rare 
to find a child with an 1.Q. of 75 who has a social maturity 
quotient, S.Q., of 100, that is, he is average in those areas 
measured by Doll’s scale, In the same school one might 
find another child of the same age having the same I.Q. 
of 75, yet having an S.Q. of only 50, that is, his competence 
in these areas is only half what would be expected. No 
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doubt preparations might be made at once to find a foster 
home for the first child or to place him in a job in the 
community because his practical competence will com- 
pensate for his low intellectual performance. The second 
child will need some careful handling and instruction; 
perhaps he will need therapy or permanent custodial care 
in spite of his borderline LQ. 


Special Treatments 


Most parents of mentally retarded children have heard 
of several of the special treatments which have been recom- 
mended by different specialists. Many parents have tried 
them for their children. It is quite natural that the great 
and significant developments in the use of drugs and other 
specific methods for the treatment of various diseases 
should encourage both medical practitioners and parents to 
expect that specific remedies may be found which will 
“cure” the mentally defective child or at least result in some 
desirable amelioration of his condition, Perhaps it is not 
surprising that some workers have even tried various 
methods without first knowing what the s 
gies and their causes are. This often res 
the intellectual handicap as the disease 
the symptom. 

The treatment which is perha 
and often tried has consisted o; 
as a drug intended to increase the intellectual efficiency 
or the I.Q. of the child. The rationale for its use was the 
finding that white rats learned to run mazes in the labo- 
ratory better under a dosage of glutamic acid than they 


pecific patholo- 
ults from seeing 
itself rather than 


ps the most widely known 
f the use of glutamic acid 
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did without it. In other words, the speed and accuracy 
with which a rat runs a maze is accepted as a measure 
of its intelligence. The ingestion of glutamic acid im- 
proved the rat’s maze performance and therefore its intel- 
ligence. 

The reports of the effects of glutamic acid treatment with 
mentally subnormal children have been quite conflicting. 
Some experimenters have reported a significant improve- 
ment in intellectual test scores and in general social ad- 
justment, while others have found no benefits of any 
significance from its use. As a stimulant, of course, it does 
increase activity and alertness somewhat. So far as we can 
judge at the present time, we must say that there is no 
substantial evidence from well-controlled experiments that 
glutamic acid does or may be expected to increase a child’s 
intellectual ability to any significant extent. 

Another procedure has been based upon the assumption 
of a conflict in or impairment of “dominance” in one of the 
two hemispheres of the brain. An example of what is meant 
by cerebral dominance is handedness. The right-handed 
person is said to have dominance in the left side of his 
brain because the nerve centers for the right arm and 
hand are located in the left cerebral hemisphere. The left- 
handed person has dominance in the right side of his brain. 
Now, let us suppose that for some reason we think it would 
be better for a given patient if cerebral dominance were 
transferred to the other side of the brain. Perhaps the 
dominant side has some vascular or other injury and if 
dominance were transferred to the left side, the patient 
would not suffer interference from his brain injury. The 
procedure followed in such cases is the immobilization 
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by tieing or binding to the body of the dominant hand. 
The assumption is that by forcing the child to use his 
other, nonpreferred hand, he will develop a new area of 
dominance in the undamaged side of the brain. 

It might be said that these assumptions and this method 
of treatment rest on undemonstrated neurological bases, 
that is, there is not sufficient or satisfactory neurological 
evidence, or even theory, to lead us to predict that the 
method would solve any serious problem of mental defi- 
ciency. Of course, there are instances in which it would 
be well for a child to learn to use his nonpreferred hand, 
and ambidexterity may be a significant asset to many peo- 
ple. Aside from the lack of good reason for expecting the 
procedure to result in significant intellectual improvement, 
this procedure is of great danger to the emotional stability 
of the child. Let the parent stop to consider the exasperat- 
ing frustration of having one’s preferred arm tied up! 
The parent would do well to consult a psychiatrist or clini- 
cal psychologist before using this method, 

A third procedure, called cerebral revascularization, is 
derived from the assumption that a child is mentally defec- 
tive because his brain receives insufficient nourishment. 
As is well known, the brain, like other organs, is nourished 
by the blood supply circulating through it. It is therefore 


assumed that by increasing the blood supply to the brain, 
it will receive more nourish: 
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been any convincing evidence of its effectiveness. Even 
if the blood supply to the cells of the brain were increased, 
there is no evidence that more nourishment could be ab- 
sorbed or, if it were, that it would have any effect upon 
intellectual characteristics. 

Until our knowledge of the problems in this field has 
been increased tremendously, it may be expected that all 
sorts of remedies will be proposed on grounds somewhat 
similar to the above procedures and that parents will avidly 
“buy” them, for faith feeds upon hope and need. 

While the above three methods of treatment have been 
recommended and used by honest and intelligent special- 
ists who would not think of ignoring medical ethics, there 
are many others who make entirely unjustified claims for 
specific remedies. The parent’s best protection against 
quacks is to check their claims and competence with the 
nearest university departments of medicine and psychol- 


ogy. 


A 


How Can the Parent Recognize the 


Handicapped Child? 


THE question of early recognition and diagnosis of child- 
hood pathology is a very difficult one, and the reader is 
urged to exercise caution in interpreting what follows, to 
avoid jumping to hasty conclusions based on first impres- 
sions of what is said. The purpose of the following discus- 
sion is to give the parent and the general practitioner in 
medicine certain cues to help them decide when the serv- 
ices of a specialist should be sought; it is not to suggest 
that the parent attempt to become his own diagnostician 
in cases of childhood pathology. 

Let us begin by saying what we all know, but need re- 
peatedly to remind ourselves of, that the growing child 
is not just a complex structure of flesh and bone whose 
needs are simply food, shelter, and physical protection 
from harmful objects; he is a very intricate and high order 
of being who has distinctly human and emotional needs 
in addition to the physical, and who develops as much 
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in response to the psychological and social influences upon 
him as he does in reaction to food and warmth. Although 
this is something of a truism, it means that when things 
go wrong in the child, they are as likely to be in the psy- 
chological and social spheres as in the physical. This is 
why modern medical training is beginning to give atten- 
tion to the long-neglected behavioral sciences, and why 
good medical practice now frequently obtains the col- 
laboration and assistance of psychology and psychiatry. 

Obviously, no parent or practitioner can be competent 
in all the areas of importance in detecting and diagnosing 
childhood disorders, but neither is it possible for every 
child to be under the constant supervision of all the spe- 
cialists who might be concerned with him if something 
goes wrong. It is the responsibility of the parent and the 
family physician to be alert to some of the signs of healthy 
or pathological development in the children under their 
care, so that they will seek appropriate advice and assist- 
ance when needed. 

Let us go back in time to the child’s conception. Differ- 
ent points of view are quite possible and welcome on this 
question, but it is my view that the conception of a child 
entails great personal and social responsibility; it should 
not be a matter of accident. The child should be wanted 
throughout the long period of pregnancy, and should be 
loved and prepared for during this time, psychologically 
as well as in the physical and economic ways of family life. 
Children conceived inadvertently can also, of course, 
be born normally and reared successfully; in fact, most 
mothers who conceive without intent develop perfectly 
normal and healthy attitudes of love and solicitude for 
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the children they carry and bear. The purely physical and 
chemical environment in which the human embryo and 
fetus grows during the nine months of gestation is affected 
by the emotional states of the mother. Constant fear, 
anxiety, and anger may cause physiological changes in the 
mother which are harmful to the embryo. 

It is not Surprising that mothers often become alarmed 
during pregnancy for fear that any prolonged discomfort 
or unusual symptom may mean that the child will be af- 
fected, Anxiety and worry by the mother are certainly to 
be avoided if possible, since they affect the physiological 
state of the mother and, no doubt, also that of the child. 
All women suffer varying degrees of discomfort during 
pregnancy. Normally, the obstetrician will explain these 
conditions and will help the expectant mother to relax and 
to look forward with confidence and happiness to the birth 
of the child. Obviously, the physician will advise the 
mother against the extreme use of drugs and against sub- 
jecting herself to infections and diseases. One disease 
which is particularly to be avoided by an expectant mother 
is German measles, which can har: 


even if the mother herself does no 
illness. 


m the embryonic child 
t feel the effects of the 


Good prenatal care and advice from the obstetrici 
his colleagues will do much to 
ieties with which man 


an or 
allay the doubts and anx- 
y expectant mothers approach child- 
birth. The period of pregnancy is one in which many peo- 
ple seem to think the important problems concern only 
the mother and her physician. This, of course, is simply 
false. The father and the other children are equally con- 


cerned and need preparation, Quite often the father may 
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profit greatly by attending the prenatal clinic or a discus- 
sion group of other expectant parents. And the period of 
pregnancy is one of the best times to cement the psy- 
chological ties to the family of previous children and to 
answer their many questions about sex. 

Now we come to the newborn child. The experienced 
obstetrician can detect any of the obvious or pronounced 
anomalies of development which point to future handicaps 
such as congenital orthopedic disorders and heart disease. 
They may detect, also, most cases of mongolism, cretinism, 
cerebral palsy and other forms of paralysis, and neonatal 
convulsive disorders. In many cases, however, the obstetri- 
cian may not pass his observation on to the mother, in the 
hope that the child will “grow out of it” or in the belief 
that the parents should not be disturbed over something 
that cannot be helped. The physician is right not to disturb 
any parent unduly, but it also may be his obligation to 
check his observation and suspicions with a specialist. If 
there seems to be a clear case of some long-term handicap, 
it may be the better part of wisdom as well as medical prac- 
tice to advise the parents as best he can. 

Contrary to the beliefs and fears of many expectant 
parents, the ordeal of birth is not likely to be damaging 
to the child. Even in cases of high forceps delivery, or in 
cases in which a Caesarian section must be done after hours 
of attempted delivery, the child is likely to develop nor- 
mally. The human infant is remarkably resistant to the 
physical stress of birth and it is very likely that most of 
the disorders generally thought to be due to birth injury 
were really caused by prenatal conditions or accidents. 
Rather than handicaps being caused by difficult labor and 
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delivery, it seems likely that the difficult labor and de- 
livery is often related in some way to a prenatal pathology 
which has already produced the handicap in the child. 

The pediatrician is the best person to consult for prob- 
lems which may develop in infancy and childhood. He 
will gladly advise the parent about those symptoms or 
conditions for which the parent should call for help. Other- 
wise the parents should not look for trouble or be anxious 
about the child. An anxious, oversolicitous parent is not 
a happy, affectionate parent, and this is what the child 
needs as much as he needs food and physical protection. 
There is no doubt but what his disposition and general 
outlook on life have their roots in these early parental 
attitudes, 

It is possible that the parent may neglect to ask the 
pediatrician about one symptom which is frequently over- 
looked or misinterpreted. This is an unusual degree of 
quietness or placidity on the part of the child. Quite often 
such a child is bragged about as being “such a good baby!” 
Of course, all babies are “good” babies; there is no such 
thing as a bad one—but such a child is not being quict 
and placid to please its parents, An 
of sleeping an lying still while awake may signify one 


, or the child is being neglected by his 
family and has insufficient social 


Parents often vie with each other in boasting of the rates 
of development of their children, John’s mother is proud 
if he sits up alone before Mrs. Smith’s boy. This is only 
human and does no harm so long as Mrs. Smith is not 
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made anxious about her child. Parents should know that 
children vary considerably in the rate of development of 
different abilities. For example, the child who doesn’t sit 
up alone until seven months may develop as well and be 
as happy and able a citizen as the child who sits up at five 
months. Parents must remember that all children seven 
months or any given time after birth are not the same age 
by any means. Life begins at conception and some children 
are only seven months old at birth while others are already 
as much as ten months old. There are average times at 
which children should be able to do certain things, but 
every average is subject to a great deal of normal varia- 
bility. A knowledge of developmental norms may be of 
help to parents just as it is to physicians. Possibly a book 
such as Gesell’s will give all the necessary information that 
the parent should have. (See Recommended Readings at 
the end of this book.) 

At this point, the parent-reader may say, “Well, these 
physical things should be rather easy to observe, but how 
am I going to tell whether everything is all right mentally 
—whether my child’s psychological development is nor- 
mal?” This is a good question, and it is too bad that more 
parents don’t ask it. 

Unfortunately it is not easy to make predictions as to 
the mental, psychological, and social adjustments of a 
Particular child, because so many things can influence 
development in these areas at any time. A pediatrician 
or an experienced clinical psychologist, however, should 
be able to tell the parent whether or not the child’s de- 
velopment is advanced, normal, or retarded, what par- 
ticular needs the child may have at a given time, and any 
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special signs or symptoms for which the parent should be 
on the lookout. The following paragraphs will discuss some 
of the outstanding symptoms of trouble. Any single symp- 
tom, appearing for only a short period of time, should 
not be cause for alarm, but should alert the parent or 
physician to such other signs as may develop and to the 
possibility of some problem which will need attention. 
Fortunately a child’s intellectual development during 
his first three or four years may be predicted roughly by 
his physical development and by his sensory-motor skills, 
that is, by the rapidity and accuracy with which he recog- 
nizes objects in the different sensory fields of sight, hear- 
ing, tactile feeling, tasting, and smelling, and the muscu- 
lar skill he shows in reacting to them. As a general rule, 
the parent should seek advice from the pediatrician or 
psychologist if the child is not within the limits of normal 
variation as described by Gesell in any aspect of develop- 
ment or behavior. Unusual delay in raising the head, fol- 
lowing a light with the eyes, turning over, sittin gup, stand- 
ing, crawling, walking, and talking may indicate a mental 
retardation which may be more evident when the child 


goes to school, While it is easy to prepare charts of child 
development so that one might see 
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must be cautioned against jumping to conclusions from 
limited observation of particular bits or kinds of behavior. 
The reader who wishes to make careful records of a child’s 
development, records which might then be interpreted, 
will gain much helpful knowledge from the book by Gesell 
and Amatruda cited in the Recommended Readings at 
the end of this book. 

All children have falls; most of them are not as serious 
for the child as they would be for the adult. However, the 
parent should take adequate precautions to prevent falls 
and should watch the child closely for a few hours after 
any severe blow to the head. If the child shows any unusual 
reaction, for example, if he seems dazed and does not im- 
mediately cry after any fall or hard blow to the head, he 
should be put to bed at once and be given medical atten- 
tion. 

Any period of apathy, prolonged sleepiness, sleepless- 
ness, loss of appetite, mild fever, or extreme irritability 
should be a danger signal to the parent. There are infec- 
tions which may not cause the child to be “sick” in the 
customary sense but which may cause permanent damage 
to the nervous system. This should not cause any anxiety 
as the observant parent will note behavioral signs such as 
those mentioned above. 

Convulsions do not necessarily mean epilepsy nor per- 
manent damage to the nervous system and intellect, but 
they are symptoms of great seriousness, The child should 
be protected from harm, put to bed at once, given plenty 
of fresh air, and kept warm, and the pediatrician or family 
physician should be called. Some convulsions may be so 
mild as to escape detection. Most of them are “petit mal” 
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attacks of epilepsy. The normal signs of such attacks are 
flickering eyelids, movement upward or loss of focus of 
the eyes, slight muscular jerks, and a short period of inat- 
tentiveness in which the child does not respond to stimuli 
in his environment, He does not respond because his 
sensorium is “clouded,” that is, he is only half-conscious 
and he does not perceive most stimuli, although he may 
be aware of peculiar sensations. He may hear odd sounds 
or see flashing lights “in his head,” and he may feel dizzy 
and have to sit or lie down to retain his balance. 
Although some convulsions, “dizzy spells,” and losses 
of consciousness may be due to heart or other disturbances 
rather than to a pathological irritation of the brain, the 
parent should never diagnose or treat the condition him- 
self. They are problems, and serious ones, for the physi- 
cian. Normally the physician will refer the child to a 
neurologist who will examine the functioning of the nerv- 
ous system and possibly have an electroencephalogram or 
a pneumoencephalogram taken of the brain’s action and 
structure. He is not likely to recommend the latter unless 
the electroencephalogram indicates the presence of brain 
damage or pathological excitation, The electroencephalo- 
gram is a standard procedure for measuring the electrical 
aspects of the action of the different parts of the brain. 
It makes a graphic record of the intensity and frequency 
of electrical discharges. In spite of the complicated ap- 
paratus and the tangle of wires attached to the head, there 
are no “shocks,” and the patient feels nothing. It is a very 
useful procedure in the hands of an experienced neu- 


rologist, but it does not always succeed in finding brain 
pathology which may be present. 
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Any pronounced inco-ordination of the muscles, whether 
of the voice organs, resulting in defective speech; of the 
hands and arms; or of the legs, resulting in serious awk- 
wardness, stumbling and falling, dropping and breaking, 
etc., should be brought to the attention of the pediatri- 
cian or neurologist. It could be a sign of cerebral palsy or 
damage to the brain or nervous system. Cerebral palsy 
is a disorder caused by damage to the brain, usually before 
birth, resulting in paralysis of one or more sets of muscles 
as the obvious outward symptom. There are many victims 
of cerebral palsy who are fortunate in that the location 
of the damage to the cerebrum is in such a place as to 
produce only muscular disorder rather than sensory defects 
as well and consequent intellectual deficiency. Possibly 
a fifth of the cerebral palsied show no intellectual handi- 
cap, but at least three-fifths of them have severe mental 
retardation. Due to the stigma attached to “feebleminded- 
ness,” it is quite understandable that parents of cerebral 
palsied children want to distinguish between their children 
and those who are called mentally defective. There are 
good and strong national associations for both groups; they 
might be even better and stronger if they were united or 
combined, for their subject matter and interests are essen- 
tially the same. The great majority of children in private 
schools for the mentally defective have cerebral palsy as 
the cause of their mental handicap. 

Other signs of pathology which the parent may observe 
are behavioral in the sense of psychological and emotional 
adjustment. Any particular extreme and persistent be- 
havior should be followed up, whether it be crying, rock- 
ing, turning in circles, lying, sitting or standing motionless, 
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fears of particular objects, drooling, enuresis and encopre- 
sis, thumb-sucking, stammering or stuttering, or mastur- 
bating. None of the foregoing is cause for alarm if it occurs 
only occasionally, but the wise parent will note it when 
it occurs; and if it persists, the pediatrician or psychologist 
should be consulted, This applies to lack of bowel control 
only after age five, and bladder control at night after age 
six. Masturbation is a complex affair in that it is difficult 
to say when it is abnormal. Almost all children learn to 
masturbate at some time or other and its occurrence sey“ 
eral times per week should arouse no concern. But if a child 
is known to masturbate twice a day or oftener, the matter 
should be looked into, for it is then likely to be a sign of 
some physical or emotional problem. y 
Some parents have become concerned about the possi- 
bility of mental deficiency when their children fail certain 
subjects in school, are not promoted, or develop a hatred 
and fear of school. It is rather surprising how many parents 
who place their children in institutions for the defective 
do so after a year or two of failure in school. There seem 
to be two chief reasons for this. One is that the family 
physician, when consulted a 
ure to develop normally, 
and see” how he makes out 
will outgrow whatever defic 
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S in the persons of teachers, 
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principals, and other children and their parents, and their 
appraisals may come as unwelcome surprises to the par- 
ents. Unfortunately, many parents are inclined to be de- 
fensive, to feel that they must stand up for the child 
against the teachers, or to assume that the teacher is biased 
towards the child’s ability or is stupid himself and doesn’t 
know how to teach the child. Of course it is true that 
there are some stupid, biased, and incompetent people in 
any occupational or professional group, but it is much 
more likely that the teacher will err in the direction of 
giving the child the benefit of the doubt rather than com- 
ing to a hasty decision that a child is mentally retarded. 
Few parents appreciate the pressures upon a schoolteacher. 
The profession no longer carries the prestige it once had 
in the United States, nor the financial and social rewards; 
it no longer has the power to attract and hold young men 
and women of high intellectual ability who are independ- 
ent of mind and opinion and who can take great pride in 
their work, Salary scales are low, classes are large, and 
Principals and superintendents are quite sensitive to pub- 
lic opinion, No, teachers are much more prone to push a 
child alon g with his age group, to give “social promotions,” 
than they are to tell the parent that a child lacks the normal 
abilities required of children of his age. 

Sometimes, of course, a child will fail in a particular 
subject; he does not learn to read as he should, or arith- 
metic baffles him. Problems such as this are more often 
due to attitudes of fear or opposition to the “difficult” sub- 
ject, to “getting off on the wrong foot,” or to expectations 
of difficulty engendered by the parent or other children, 
than they are to a special weakness on the part of the 
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child. One of the greatest aids a parent can give the child 
before he starts to school is to recall his own happy er 
periences in attending school, to encourage positive atti- 
tudes of interest and pride in going to school and to re- 
frain from expressions of anxiety about the child’s success. 
Some parents do almost irreparable harm to their children, 
quite unwittingly, by pushing them to surpass other chil- 
dren in the class, Education is at its best for any child when 
it is enjoyed for its own sake as a co-operative, good ac- 
tivity which can constantly enlarge the child’s understand- 
ing and appreciation of the real world about him. But 
if a child does have difficulty with any particular subject 
or with all his schoolwork, the parent should not express 
undue concern, criticize the teacher, or penalize the child. 
The parent should first seek the advice of the teacher, 
who may then call in the special teacher or the school psy- 
chologist or the school physician, who will be glad to con- 
sult and give special aid in overcoming the problem. 
Teachers in secondary schools and colleges often com- 
plain that children have not learned adequately at the 
lower levels, particularly reading, writing, and arithmetic. 
These complaints are often justified; one knows many 
people, even with advanced d 
quately, are unable to express themselves in good English 


composition, or depend upon calculating machines to do 
simple arithmetic. These shortcom; 


egrees, who cannot read ade- 


weakness in the pupil. 
One final area of psychological and social adjustment 


should concern every parent. It is unhealthy for a child 
to have no playmates or friends of his own age, for him 
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to be unusually shy, quiet, and submissive, and to prefer 
to be alone rather than to share the activities and interests 
of other children. Of course, many children develop inter- 
ests in such solitary hobbies as reading, drawing, building, 
or collecting. Constructive hobbies and interests like these 
are good and should be encouraged. They often form a 
foundation for rapid development of intellectual and voca- 
tional achievement, but they should not hold the exclu- 
sive attention of the child at the expense of his social 
interaction and adjustment. The parent should be con- 
cerned, however, with the seclusive, quiet child who ac- 
complishes nothing in his solitary hours. Most parents 
are understandably bothered by disobedience. They should 
try to find out, however, what it is motivated by; in many 
cases, it represents a healthy struggle for emancipation 
or independence. The docile, meek, and always obedient 
child is easy for the parent and teacher to handle, but he 
is likely to be in much greater need of help than the 
obstreperous child who tries to throw off restraint. In all 
cases of what seem to be serious behavior disorders, it is 
best to consult the child-guidance clinic, the clinical psy- 
chologist, or the child psychiatrist. 


5 


To Whom Should the Parent Turn 
for Help? 


SEVERAL times in the preceding chapter we have men- 
tioned the professional person to be consulted in certain 
cases in which the parent Suspects the presence or develop- 
ment of some problem in the child. In this chapter we shall 
discuss briefly the special competence of some of the vari- 
ous clinical professions which may be of help to both 
parent and child. No attempt can be made to give a thor- 
ough discussion of the subject matter of these professions, 
but some guidance as to which specialist is most appropri- 
ate for a particular condition may result in great savings 
of time and money to both parents and specialists, and 


earlier and more effective benefits for the children in- 
volved. 


Rarely does a doctor meet, as a new cli 
has not already sought help elsewhere 
doctors. No matter how patiently the d 
get the history of the problem, much val 
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ent, a parent who 
from many other 
octor attempts to 
uable time is taken 
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up by the parent’s report and interpretation of what these 
previous consultants have said or done, and by the parent’s 
complaints about the lack of help received in spite of the 
great amount of money spent in fees. The parent, trying 
as best he can to tell the doctor the story of his child and 
hoping that here at last is the man who will bring light to 
his child and comfort to his home, is not aware that the 
doctor is already wondering just how he will appear in the 
inevitable account which will be given by this parent to 
the next person he consults in his frantic search for help. 
For the doctor knows that the chances are very slim that 
he will be able to give the kind of help this parent needs. 
The case will probably involve the areas of physiology, 
endocrinology, neurology, biochemistry, genetics, psychol- 
ogy, social work, and psychiatry. No one specialist can 
give professional help in all these areas; in fact, the more 
he has specialized in one area, the less informed he may 
be in certain other areas. It is quite common for the spe- 
cialist in internal medicine or surgery, for example, to 
have blind spots and prejudices concerning psychology 
and psychiatrists—‘“talking doctors,” they call them, some- 
times with poorly concealed contempt. A professional per- 
son sees clearly and sharply what he has been trained to 
see, frequently to the exclusion of other data which are 
seen by other specialists. Until recent years, the education 
and training of specialists was quite narrow. Nowadays, 
fortunately, most specialists receive a small amount of 
information regarding the contributions of other professions 
and the help which may be had by consulting them. 

To return to the parent’s consultation with the doctor, 
both the parent and the doctor are frequently caught in 


106 OUR BACKWARD CHILDREN 


a conflict. On the one hand, the need for optimism and 
expectation of some success in treatment, and on the other, 
the fact that the likelihood of the conjunction of resources 
necessary to bring about success is extremely small. The 
doctor knows that he is relatively powerless to do much 
alone, yet he knows that the parent may not follow through 
if he begins to bring in specialists whose help seems essen- 
tial to him in the particular case. We lack an effective and 
economically available organization of professional serv- 
ices for most of our mentally and emotionally handicapped 
children; it is not that we lack great competence in the 
individual areas of specialization. Perhaps one day we shall 
bend our efforts as much in the direction of making knowl- 
edge and specialist resources available to all the people 
who so desperately need them as we have done in improv- 
ing the knowledge and skill of our practitioners. The 
United States, no doubt, leads the world in its training 
and knowledge in most medical and psychological pro- 
fessions, but it cannot be said that the majority of our peo- 
ple get the best professional services. But this is another 
problem. 

Is it possible to devise a list of symptoms which the 
parent might recognize, and then pair off with each symp- 
tom the name of the particular profession to which the 
parent should go for help? Unfortunately, there is no such 
one-to-one tally of symptoms and diseases. A person who 
reports peculiar pains in the region of his heart, for exam- 
ple, may be suffering from heart disease; but these pains 
may just as readily be psychosomatic symptoms, indicating 
no organic disease at all. The nature of the symptom is 
not always a sure guide to the nature of the disorder or 
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of the profession best prepared to treat it. It is necessary 
to bring together and sort out a great deal of information 
in order to arrive at a diagnosis, and even then most 
diagnoses are tentative and provisional. Let us see, how- 
ever, if it is possible to suggest some useful means by which 
the parent may get better help, more quickly, and more 
economically. The parent may be helped better if he knows 
what to expect from the professional people he consults, 
and how to use the advice they give him. 

Due to the development of new areas of knowledge about 
the human being, his nature, functions, and ills, the general 
practitioner in medicine is less often called upon nowadays 
as a first resort in time of trouble. Nevertheless, it is 
still wise for every family to have recourse to a “family 
doctor,” one who is familiar with the family history and 
knows the peculiarities of behavior and the social and psy- 
chological characteristics of each member of the family 
as well as the specific diseases and accidents which may 
have afflicted them. One should bear in mind, too, that the 
practice of medicine is more an art than a science, though 
it is based upon and draws from a number of sciences such 
as physiology, biochemistry, pharmacology, bacteriology, 
and psychology. Therefore, the general practitioner should 
be primarily a man of wide knowledge, deep insight into 
human behavior, broad sympathies, and sound judgment, 
with an eager interest in health in all its aspects. , 

Unless the parent has definite knowledge that his child’s 
problem is in some particular professional or clinical area, 
he is wise first to consult his family physician. There are 
many things that he will understand and advise on without 
having to call for the assistance of specialists. With his 
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knowledge of the patient’s history and present symptoms, 
and with the aid of various laboratory tests, the general 
practitioner sifts out for more careful study everything 
he suspects of having pathologic significance. His train- 
ing and experience have alerted him to most of the struc- 
tural and functional weaknesses of the human body, and 
he knows the signs and effects of the more common 
diseases and infections. If he is experienced, he is also 
alert to the almost inevitable complications of the emotions 
and personality makeup which will be present in the pic- 
ture of any patient. 

Most general practitioners are more adept in medical 
treatment, in allaying fears and in developing confidence 
than they are in discussing medical problems with their 
patients. They are very busy and frequently think it better 
to avoid detailed discussions, since many patients would 
not understand and might get false impressions. They tend 
to believe that incomplete knowledge may be dangerous 
knowledge. When confronted with symptoms which he 
does not thoroughly understand, the general practitioner 
will often advise waiting a little while to see what de- 
velops. He knows that the human body throws off most dis- 
orders without need of special help, but on the other hand 
he may experiment with some treatment to see if the reac- 
tion of the patient may confirm some slight suspicion or 
produce new Symptoms with which he is familiar. 

Thus, unless he finds some particular physical disorder 
in a child who has not yet learned to walk at eighteen 
lly until three years 
sits by the hour and 


bangs his head against the floor, or one who at the age 
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of eight refuses to go to school and insists on constant 
attendance by his mother, he is likely to tell the parent to 
“watch the child closely and bring him to see me again 
in a month.” If the symptoms have not changed on the 
next visit, the doctor may then recommend that the parent 
consult a pediatrician, a neurologist, a psychiatrist, or a 
psychologist. 

Let us discuss these specialties briefly to discover why 
the parent and child were referred to one or more of them 


for help. ‘ 


The Pediatrician 


The pediatrician is a physician who, in addition to stand- 
ard training in general medical practice, has received spe- 
cial training and supervised experience in the ills and 
pathologies of childhood. If possible, the parent should 
consult a pediatrician who has been certified by The Amer- 
ican Board of Examiners in Pediatrics. A doctor who has a 
diploma from this Board is not necessarily better qualified 
than a pediatrician who has not been examined for the 
diploma, but, other things being equal, he is likely to be 
better informed and more experienced. 

The pediatrician will probably obtain a more detailed 
history of the child’s birth and early development than 
was the case with the general practitioner and he may con- 
duct more special laboratory tests, preferably in the pedi- 
atric wards of a general hospital if the community does 
not have a children’s hospital. The pediatrician may go 
somewhat further than the general practitioner in the 
direction of neurological and orthopedic examinations, but 
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his approach is principally one of thorough physical ex- 
amination with medical treatment. 


The Neurologist 


The neurologist is a specialist in one or more aspects of 
the central nervous system, who has received standard 
medical training before specializing. He may indicate his 
knowledge and experience by a diploma from The Amer- 
ican Board of Examiners in Neurology. The neurologist 
will get a detailed history of the child’s early development 
and will then conduct a careful examination of the bodily 
reflexes and other signs of the nature of the functioning 
of the twelve cranial nerves, the brain, and other parts of 
the child’s nervous system. He will look for sensory losses 
or defects in vision, hearing, touch, temperature, pain, vi- 
bration, taste, smell, and position or movement senses, and 
he will look closely for signs of muscular atrophy or disuse 
and inco-ordination, 

Usually, the neurologist will wish to have an electro- 
encephalogram taken, The examination is a simple one, 
but it is very difficult to perform if the child is fearful, ex- 


citable, agitated, or unco-operative, because it requires the 
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are used, which require puncturing the skin just as with 
any other type of hypodermic needle. Hypodermic elec- 
trodes are rarely used with children, however, and then 
usually only under conditions of sleep and heavy sedation. 

Although the electroencephalogram or “e.e.g.” is fairly ~ 
reliable in detecting epilepsy or convulsive disorders, it 
should be looked upon primarily as one of the helpful tools 
of the neurologist or psychologist who is studying the ac- 
tivity of the brain. Quite often the e.e.g. will be interpreted 
as showing “abnormal signs” which are uncorroborated in 
any other behavior or tests, and about as often the e.e.g. 
record will be interpreted as “within normal limits,” even 
though many other signs point to severe brain damage. 
Nevertheless, it is a helpful test, and its usefulness may well 
increase with more experience. 

The neurologist’s report may be given either to the par- 
ent or to the referring physician. It may state very briefly 
that no pathological signs were found, or it may go over 
the standard procedure item by item and report negative 
and positive findings and their significance. The length of 
the report is no indication of the length and thoroughness 
of the neurologist’s examination. He may find some signs 
of pathology, in which case he will describe its suspected 
nature, location, possible origin, and possible future course, 
and recommend appropriate treatment. For example, the 
neurologist may find indications of lesions in the brain, of 
tumors, or of hyperexcitability of parts of the cerebral 
cortex such as may characterize epilepsy. It is not uncom- 
mon to find signs of epilepsy or convulsive disorder with- 
out a seizure ever having been noted. Or he may find no 
positive neurological signs at all, yet report a probable 
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cerebral agenesis, a lack of normal development of the 
brain, because the child’s behavior seems to him to indi- 
cate mental deficiency due to brain pathology. Or he may 
speculate, on the basis of certain minimal cues from his 
examination coupled with information in the case history, 
that the child had had an undiagnosed attack of encephali- 
tis or meningitis which resulted in widespread but minute 
lesions in or around the outer layer of nerve cells of the 
brain. 

The neurologist will be able to prescribe drug therapy 
in cases of marginal or real convulsive disorders, and in 
most cases he can recommend a type of muscle training and 
environmental care which may help the child to regain the 
use of some disused muscles and which will mitigate the 
emotional stresses which the child feels as a result of his 
handicap. 

Most bodily tissues, such as skin tissue, have the capacity 
to regenerate and heal. Nerve tissue, however, which is 
highly specialized, does not ordinarily do so. This does not 

ing can be done to remedy or ameliorate 
jury to the brain or nervous system, es- 


Unfortunately, but understa 
of the least well-kn, 
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ology or in other areas yet unexplored, will yield much 
valuable new information which will be of help to the 
neurologist and his patients. 


The Psychiatrist 


If the general practitioner or such specialists as the pedi- 
atrician and neurologist believe that the nature and cause 
of the disorder for which the parent brings his child indie 
cate the need of other specialists, the psychiatrist, or the 
clinical psychologist, may be called in for his help. 

It is curious and unfortunate that most parents, even 
after frequent questioning, do not have a clear understand- 
ing of the difference between the psychiatrist and the 
clinical psychologist. They have heard, no doubt, that both 
deal with the “mind” or the personality, and it is true that 
their interests and methods are often quite similar. The 
essential difference, briefly, is in the nature and fields of 
training. The psychiatrist, like the other specialists men- 
tioned above, has had standard training in medical practice 
and has then gone on with his training and practice in one 
or another of the many psychiatric institutes or hospitals 
for the mentally ill which offer training in this specialty. 
Many, but by no means all, practice psychotherapy. This 
is a procedure, based upon a close relationship between 
the therapist and his patient, in which the patient is helped 
to develop understanding and insight into his emotional 
and personality problems. Thus he is helped to remold his 
interests and attitudes in such ways as to strengthen his 
personality to meet the stresses of social relationships and 
the normal world in which he lives. Other psychiatrists 
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tend to confine themselves to advice as to proper means of 
care and treatment, or to the use of drugs or medical and 
mechanical means of treatment. Many of this latter group 
use various sorts of convulsive therapy such as electroshock 
treatment, although it should be said that most of these 
methods do not have a secure theoretical or physiological 
basis and, as yet, rest upon untested hypotheses. 

Many psychiatrists approach the problems of personality 
disorder and abnormal behavior from their background of 
training in medical practice. They have been taught es- 
sentially that the human being is a biological organism 
with physical functions and that abnormalities of thinking, 
feeling, and behaving must be traced back to the physical 
organism because there must be an organic basis for every 
disorder. 

On the other hand, probably the great majority of psy- 
chiatrists in private practice, as contrasted with those em- 
ployed by institutions, have virtually no concern with 
strictly medical issues in their work. Although they have 
had standard medical training, it may have been years 
since they last engaged in general medical practice, and 
they tend to have medical issues cleared by specialists in 
the physical aspects of medicine, rather than attempt to 
deal with them themselves. Their custom, then, is to treat 
those disorders of personality and behavior which seem 
to them to have a psychological or functional basis, and 
they treat these disorders by psychological means. 


Psychiatrists of the latter type subscribe to different 


schools of personality theory. Their methods of work, how- 
ever, do not differ greatly 


> and one can hardly say that 
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the success or failure of their treatment of patients may 
be used either to support or contradict the theories to 
which they adhere. 

Psychoanalysis is both a theory and a practice. It origi- 
nated in the work and writings of Sigmund Freud, a 
Viennese psychiatrist of the early part of this century. 
While psychoanalysis is entirely a matter of psychological 
theory and practice, the majority of analysts in the United 
States were trained first in medical practice before they 
specialized in psychiatry and adopted psychoanalysis as 
their theoretical rationale. Most of the analysts who do not 
have the M.D. degree were trained in clinical psychology. 
So far as I can judge, one could not distinguish between 
the psychoanalytic practices of the medically and psycho- 


logically trained practitioners. 


The Clinical Psychologist 


As we suggested above, the family physician or medical 
specialist may call in a clinical psychologist for help in a 
complex case. Why was the clinical psychologist consulted 
and what does he do? 

Briefly, again, psychology is a science of human behavior 
and characteristics. Once it was described as the science 
of consciousness and of the mind, but the majority of 
present-day psychologists protest that they don’t know 
what or where the mind and consciousness are! For them, 
psychology occupies an area which overlaps the biological, 
physical, and social sciences. It really has little independent 
subject matter of its own, except insofar as it deals with 
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the subject matter of these other sciences in novel, dynamic 
ways; for example, as it studies such forms of behavior as 
are involved in learning and emotions. 

Clinical psychology is, at present, more of a profession 
than a science, although such scientific bases as it has 
come from psychology. It applies the principles, facts, and 
theories of psychology to the emotional problems of chil- 
dren and adults. 

The adequately trained clinical psychologist usually has 
the Ph.D., the highest scholastic degree given by American 
universities, and he has a great deal of education in the 
principles of human behavior and personality theory. 
Where the psychiatrist spends two or three years in intern- 
ship and residency training, the clinical psychologist spends 
an equivalent amount of time in the graduate study of 
psychology, including clinical experience under supervi- 
sion. 

Clinical psychology has been changing rapidly in the 
past few years. No longer confining their interests to “psy- 
chometric” tests of abilities, achievements, aptitudes, and 
interests, clinical psychologists tend now to be interested 
also in the diagnosis and treatment of a great variety of 
disorders of learning, of functions, and of personality. They 
now constitute one of the three important members of the 


clinical team of psy, chiatrist, social worker and clinical psy- 
chologist. 


>» Schools, and hospitals, and in 
te education in clinical 
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the support of the National Institute of Mental Health of 
the United States Public Health Service, in the develop- 
ment of high standards of doctoral education in clinical 
psychology, and it evaluates the graduate programs of 
those universities which request the Association’s recom- 
mendations, At the present time, over forty of the seventy 
doctoral programs in psychology in our colleges and wni- - 
versities are approved by the American Psychological As- 
sociation. Furthermore, there is now an American Board of 
Examiners in Professional Psychology which examines 
candidates for its diploma in clinical psychology. Its diplo- 
mates have had at least five years of approved professional 
experience after obtaining the doctorate, and have passed 
rigorous examinations in those aspects of psychology which 
are considered pertinent to the scientist in the field of 
clinical psychology. While it cannot be said that any par- 
ticular diplomate in clinical psychology is more competent 
than any other psychologist who does not have this di- 
ploma, the client or patient can undoubtedly employ the 
diplomate with somewhat more confidence and assurance 
of competence in such services as he may perform. 

In addition to the activities of the universities and the 
American Psychological Association in raising standards in 
clinical psychology, the following states now have legisla- 
tion for either certification or licensure of psychologists: 
Connecticut, Georgia, Kentucky, Maine, Minnesota, and 
Tennessee. This is merely a means for insuring certain 
standards of competence among those who work as psy- 
chologists. It does not entirely eliminate the incompetents 
and the quacks, but it has succeeded in giving the public 
a standard by which it can more confidently consult a 
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clinical psychologist. In any of these states the parent who 
consults a psychologist regarding the problems of his child 
should first ascertain if the psychologist has met the state’s 
standards for certification or licensure. Before consulting an 
agency or an individual psychologist, the parent would be 
wise also to check the Directory of the American Board for 
Psychological Services, which lists accredited individuals 
and agencies throughout the United States. The Board re- 
quires considerably higher standards of competence than 
are indicated at the present time by state certification or 
licensure. 

Now, again, why is the parent referred to the clinical 
psychologist, and what help can he give? In the field of 
adjustment of the handicapped, particularly those who are 
called mentally defective, probably more research and 
clinical work have been done by psychologists than by 
any other professional group. This may be due to the early 
interest of psychologists in intelligence, the development 
of the first child-guidance clinics by psychologists and the 
development of methods of measuring intelligence and 
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the disease and accident history. He may wish to spend an 
hour or two with the child and he may then wish to have 
the child take certain psychological tests which will aid, 
when combined with other information, in assessing the 
origin and nature of the child’s problem. 

Either directly or through the doctor who invited him 
to consult on the case, the psychologist will give his opin- 
ions on what might be done to help in the problem at hand. 
Sometimes he may find a problem of unsuspected deafness, 
of faulty learning, of possible brain pathology which had 
not been recorded in other tests, or of an emotional dis- 
turbance due to some problem in the family. Treatment 
may be recommended either for the child or for the parents, 
if it is their problems which seem to be behind the child’s 
disturbance. Treatment might require a long-term course 
of psychotherapy by a psychiatrist, or a referral to a social 
worker or a clinical psychologist. In many other cases, 
speech therapists or corrective teachers of reading may be 
recommended rather than a course of psychotherapy. 

There are times when the parent gets much good advice 
from one or more specialists but is at a loss to know how to 
use it or just what it means, This problem is especially 
likely to arise where there seems to be conflicting advice 
from two specialists. What is the parent to do in such a 
case? Many professional people are not necessarily very 
expert in communicating their findings and opinions to 
parents, even though they may be of utmost competence in 
making their diagnoses. If the parent, on reflection, still 
does not understand a particular recommendation or is 
sure that the recommendations of two specialists are in 
conflict, he should not hesitate to call back and clear up 
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the confusion as directly and simply as possible rather than 
stew in a period of doubts and anxiety and, perhaps, in- 
activity in following any recommendation. 


Parents of handicapped children, as well as others, are 
sometimes advised to use “common sense” in meeting spe- 
cial problems. Such advice may occasionally be quite 
sound, but more often it is not, and only indicates that the 
giver of advice is either at a loss to know what specific 
advice to give or is exasperated with the parent. Often 
“common sense” amounts to no more than some popular 
prejudice or belief, exemplified by such slogans as: “spare 
the rod and spoil the child”; “don’t let the kid put anything 
Over on you”; “don’t make a baby of him”; or “you can’t give 
them too much love.” There is no rule or proverb which fits 
every occasion or need. Both love and wisdom demand that 
the parent understand the child and his needs and try to 
find out what lies behind his behavior, Considerable harm 
may be done by acting on impulse, following one’s own 
selfish inclinations, or adopting a readymade snap judg- 
ment in the form of “common sense.” Behavior may be 
judged intelligently only in its context of time, place, and 
pertinent circumstances, “Common sense” may be good 
sense in some circumstances and very bad sense in others. 

A similar type of off-the-cuff advice which is sometimes 
offered is “wait and see.” This advice is too often motivated 
by a fear of having to face a bad or hopeless situation or 
of having to cope with unusual circumstances, In some 
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seems serious enough to a parent to move him to consult a 
specialist deserves some kind of constructive action. A 
particularly culpable case of the “wait and see” advice is 
one in which a parent takes a mongoloid, microcephalic, 
or cretin child to the specialist who says, “Let us wait and 
see, he may grow out of it.” Quite often, of course, the 
problem is in the parent or family rather than in the child, 
and the specialist may sense this but be disinclined to 
stir up a hornet’s nest by telling this to the parent. While 
every situation has to be judged on its own merits, as 
we said above, the specialist has an obligation, in the 
interest of the child, to give such advice as he can, as 
tactfully as he can, rather than put off the parent with 
lulling platitudes. 

How is a parent to know whether he has obtained a 
good diagnosis of his child’s problem? Let us take as a 
parallel the experience of taking one’s car to several differ- 
ent garages and having as many different diagnoses made 
and jobs done to repair the difficulty. Certainly, this is a 
bad situation, for it reveals ignorance and a willingness to 
take one’s money for a “shot in the dark.” However, the 
Situation is not half so bad as it would be if it were to 
develop in a country where there were no garages or 
mechanics! In the field of some children’s handicaps, es- 
pecially those now called mental and emotional, there are 
still too few “garages” and “repairmen,” and still fewer 
“master mechanics” who can diagnose the trouble with 
accuracy. These problems of the human child are infinitely 
complex as compared with most other problems, and we 
have only recently begun to recognize our lack of sufficient 
knowledge to deal with them adequately. 
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Does this mean that the parent should despair and that 
he should not seek diagnosis and treatment? Not at all; 
but neither does it mean that he should spend more money 
than he can afford in a senseless round of going to one 
doctor or agency after another in the search for an an- 
swer. Let us not forget, however, that many people keep 
up this endless round to assuage their sense of guilt, and 
they do not really want answers. The parent who is unable 
to follow the suggestions above as to the specialists who 
may help in a case might, as a next step, describe his child’s 
problem as best he can in a letter to the department of 
pediatrics of the nearest medical school or to the depart- 
ment of psychology of the nearest college or university. 
Any parent of a handicapped child may obtain help by 
applying to either the National Association for Retarded 
Children, 129 E. 52nd Street, New York, N.Y., or the 
League for Emotionally Disturbed Children, 10 W. 65th 
Street, New York, N.Y. These organizations have consider- 
able experience with specialists and clinical agencies 
throughout the country and they exist as a very effective 
means of helping parents to help themselves. 

In the last analysis, the parent must depend upon the 
experience and ethics of the agency or professional person 
from whom he gets the diagnosis. Just as we would gotoa 
political scientist rather than a politician to get a judgment 
of the merits of one political system over another, we must 
seek diagnoses in those quarters where training and ex- 
perience with similar children are such as to qualify the 
specialist to give competent opinions, An adequate diagno- 
sis usually calls for the judgment of two or three specialists 
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working together on a case. Their reputations in their own 
professions are often the parent’s best guides. 

Objectively, there are certain characteristics which a 
diagnosis should have. First of all, a good diagnosis should 
be in writing, so that it may be examined repeatedly and 
communicated objectively, without dependence on mem- 
ory. Second, it should be expressed in terms that the 
person who seeks the diagnosis can readily and thoroughly 
understand. Third, it should give the known or suspected 
cause of the disorder, describe its present nature in some 
detail, and predict its future course. And last, it should 
recommend a course of treatment or whatever action may 
lead to the most effective treatment. 

This kind of diagnosis is not easy to get, because very 
few specialists are experienced in the diagnosis of these 
problems. The best specialists are those who are conscious 
of the gaps in their knowledge; they will tell you when 
they do not have an answer to your question. Let us hope 
that as a nation we may see the need of investing much 
more time, talent, and money on research into childhood 
disorders. Only thereby will parents of the future be en- 
abled to get the kind of diagnosis and treatment which 
their children should have. 


Home or Institution? 


AFTER a parent has obtained a good diagnosis or has been 
told that his child is mentally defective or retarded, he 
often faced with some very difficult questions: “Shall 

place my child in a special school or institution? If 50s 
what kind, which one, and what choice might I have in 
selecting it?” Quite often the parent seeks the answer to 
these tragic questions from the specialist or authority who 
gave him the diagnosis, Unfortunately, however, many 
specialists are not able to answer such questions; their 
special knowledge of pathology and its diagnosis does not 
in itself qualify them for judgment in the complex problems 
that now face the parent. 


An expert diagnostician may even say, “Well, your child 
is feebleminded; I advise you to put him a 
tion and forget about him so A 


snatching a life preserver from a drownin 


g person, and that 
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he may actually know very little about institutions for such 
children. The parent’s questions are too charged with 
anxiety and other emotions to be met with a simple, blunt 
answer. Usually, they should be answered gradually, over 
a period of time, with the parent merely being helped to 
arrive at his own decision in the light of full knowledge 
of what is best both for the child and for each of the other 
members of the family. It is obvious that these questions 
of institutional placement versus care at home concern 
every member of a family. In this chapter, we shall dis- 
cuss some of the points to be considered by the parent in 
deciding whether to care for the handicapped child at 
home or to place the child in an institution. 

Our discussion will not attempt to deal with the ortho- 
pedically handicapped or crippled child or the normal 
child with heart disease, tuberculosis, or epilepsy. These 
disorders and their treatment are relatively specific and 
the proper decisions are much more obvious. We shall be 
concerned here primarily with the child who has been 
diagnosed as mentally defective, with no hope of attaining 
normality as an adult. We shall assume that the diagnosis 
has made it clear that the cause has been some injury or 
infection during pregnancy, at birth, or since birth; for 
example, German measles of the mother in the first three 
months after conception, prolonged anoxia at birth, enceph- 
alitis, or whooping cough. Or it may be known that the 
condition is some anomaly of development such as mongol- 
ism or microcephalism, or that it is a matter of heredity. 
We shall assume, further, that the diagnosis has ruled out 
the presence of temporary disorders or emotional disturb- 


ance as the cause of the deficiency. 
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Before the child’s father and mother decide on institu- 
tionalization versus care at home, they should agree to 
come to a joint decision which is possibly soldat A 
both. Next, the following questions should be considere 
in detail. It often helps if the parents keep a notebook or 
diary of their findings and feelings in getting answers to 
these questions: 


1. Is my child’s handicap such that it will improve, a 
come worse, or stay relatively constant regardless of pea 
we do for him; that is, does he have a progressive, daian 
rative disorder, or is it something that will be less and les 
of a handicap as he grows older? kills 

2. What are his potentials for learning the useful ski 
of reading, writing, and arithmetic? Later, can he oan 
good work habits and some occupation or skill at whic 


he can support himself independently or under supervi- 
sion? 


3. Is it now 


fectionate care to our child in our home? In what ways 
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vided reasonably well in case of unexpected illnesses, acci- 
dents, or serious family emergencies? 

5. Where will we live during the next twenty years or 
so? In a city apartment, a house in a suburb, a house in 
the country? What social problems will develop between 
our child and the other members of the community? What 
social and psychological problems may his presence in the 
family create for ourselves and our other children? 

6. What facilities are there now or will there be in our 
community for occasional diagnostic checkups of our child’s 
condition and development? For education in public or 
private day schools? For daytime recreation? For voca- 
tional training suited to his handicap? 

7. What residential or institutional facilities are there 
which can now, at his age, give him better care or super- 
vision than we can at home? Can they give him love and 
affection and make him happier than we can at home? 
What about this question five years from now? Ten years 
and fifteen years from now? 

8. Suppose the answer to question 7, above, is “yes”; 
what would the cost be in comparison to our costs of rear- 
ing him at home? The cost of space, food, recreation, etc., 
at home, as well as tuition fees should be estimated. 

9. If it seems best for him to go to the residential institu- 
tion, how long should and could he remain there? What, 
specifically, do they predict they can do for him there in 
any given amount of time? Is this what he needs? Have 
we checked carefully to see that all his needs will be 
provided for, including things that are often taken for 
granted but which are often lacking in spite of good in- 
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tention to the contrary? Some of these things are: whole- 
some diet, nursing and medical attention, speech porn, 
affectionate instruction, counseling and psychotherapy i 
needed, and healthy social and recreational adjustments. 


All these questions are important and should be a 
swered, even though they may appear to be rather de 
tailed as presented here, ate 

Now, how should the parents go about getting ap ame 
help in answering these questions? The first step 1s nn 
each parent to think over the diagnosis and informal d 
which has been obtained until it is thoroughly amo 
and accepted, Next, each parent should put down in ie 
ing as many answers to these questions as he feels he ei 
give by himself. Then both parents should discuss and mo 
ify their answers and feelings together. 


o 
At this point, the parents should be ready to go back t 
the diagnostician for his 


Then there are other wise ¢ 
No doubt the clinical 
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ents must realize that they alone can and should make the 
decision and they must not be concerned unduly by con- 
flicting advice from others. If there is a nearby chapter 
of the Association for Retarded Children or the League 
for Emotionally Disturbed Children, the parents may 
find it a great help to join, and discuss these questions 
with other parents who have been through the same trying, 
but rewarding, experience. 

Finally, the parents should visit three or four of the near- 
est institutions, public and private, which by this time 
have come to their attention as being appropriate for their 
child. If possible, they should visit the dormitories or cot- 
tages in which their child might live, and have a talk with 
the superintendent, the chief social worker, or the chief 
psychologist. After these visits, the parents may return 
with their child for examination at the one or two institu- 
tions which have seemed most appropriate. 

This may seem like an unnecessarily long procedure to go 
through in deciding the question of institutionalization. In 
many cases, the best answers will come up quickly, but 
it is well worth while for parents to take time to get the 
best answers. This is a major decision which will perma- 
nently affect the life of the child, as well as the lives of 
all other members of the immediate family. If one con- 
siders how painstakingly one acts in buying or building 
and furnishing a home, one will realize that this procedure 
requires hardly any more time and effort, although it con- 
cerns a family’s most important problem. 

It may be helpful to make a few further comments on 
the nine questions suggested above. These comments are 
not meant to influence the parents one way or the other in 
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making their decision regarding continued care at eee A 
placement of their child in a residential training sc =a i 
This question should be decided entirely by the a a 
and they should be satisfied and comfortable about t a 
decision, whatever it is. These comments are meant "i ; 
to help the parents see and consider all relevant aon i 
a decision made in the light of full information about a os 
natives is bound to be more satisfying. To take up t® 
questions again, then, in order: 


1l. The nature and future course of the handicap. e 
things being equal, the greater the interference with the 
tellectual functioning or, in other words, the lower a 
LQ., the less the child will be disturbed by placene s 
outside the home. It must be remembered, here, ar = 
are talking about organically damaged children or t i a 
who have inherited their defect, and not those ate 
who have low 1.Q.’s due to psychological or a 
disturbances, If the professional judgment is that ji 
handicap will become worse, the parents may decide io 
placement but delay it for a year or so if they are able 
care for the child at home. On the other hand, if the co?” 


dition is likely to improve or become less and less notice 
able with age, th 


child since its spe 
difficult as time p 
precipitates a ch 
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very rare child who does not have an emotional reaction 
to what must seem like rejection by the home, his only 
place of security. 

This brings up the question of the child’s age. Many 
people think that the younger the child, either in chrono- 
logic age or in mental age, the easier it is for him to make 
the move from his home. So far as I know, there is no 
really clinching evidence for this. There seem to be three 
factors that are sometimes overlooked: 

(a) The younger child reacts to his transfer less vocally, 
less violently, and with more bewilderment. He may be- 
come quieter and more withdrawn, rather than express 
anger, resentment and grief, but this is not necessarily 
the sign of a better adjustment to the transfer. Rather, it 
may be the precipitation of childhood schizophrenia, which 
might mean a most unhappy outcome. 

(b) The trauma of separation from the home is more 
likely to vary with the kind of home and prior experience 
the child has had. If he has moved about frequently and 
has been cared for by many strangers rather than steadily 
by his own parents, the move will not represent such a 
change as it would for a child reared by the same persons 
in the same home and rooms. 

(c) The older child who has been having difficulty with 
his parents, siblings, and neighbors is likely to feel that 
the end has come, that he is finally rejected and cast out 
when he is removed from home, no matter how kindly the 
move is explained to him. A child of the same age, however, 
who has had a happy home life, with confidence in his 
security there and in his parents’ affection, is much better 
able to accept the transfer in a spirit of co-operation and 
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adventure. So, in one sense, the better the home situation, 
the easier the removal from it. This is often illustrated 
rather clearly in summer camps. One may predict with 
good accuracy those children who will be homesick and 
those who will not, if one knows the family situation and 
the degree of adjustment there. The children with most 
home security will show the least homesickness. 


2. Potentials for learning. The younger the child, the 
more difficult it will be for the psychologist to predict the 
child’s future ability to learn useful academic subjects and 
occupational skills. Unless the nature of the disorder and 
its future course are well known, the best the psychologist 
can do is to assume that present performance is a reliable 
index to the future. This is true in the majority of cases. 
Let us assume, for example, that the child in question is a 
boy who has just turned five and that he has what is thought 
to be a mild but permanent damage to the brain with a 


logical signs of any consequence, and the history shows no 
convulsions. The psychologist finds a mental age of three 
years, which gives him an I.Q. of 60. It is noted that his 
verbal I.Q. is close to 70 while his performance LQ. is 
about 54. The diagnosis may have said that the child is 
» Organic etiology, train- 
able, needs permanent Supervision.” Now, if we look for- 
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with equal intellectual attainments and interests, his verbal 
1.Q. should still be about 70 and we should estimate his 
intellectual capacity at about that of the average boy of 
ten and a half years. If he has had considerable sensory 
and muscular training, and some speech therapy, it is 
possible that his performance I.Q. will have come up a 
few points and that we may now have a boy of fifteen with 
an I.Q. of 62. He is still at the moron level, still definitely 
impaired and mentally handicapped, but he is now ready 
for vocational and social training and for personal counsel- 
ing. He is going through adolescence and wants to become 
a man. Now is the time he may be helped effectively to do 
so. There are many jobs which he can be trained to do 
competently and with self-respect. They will be routine 
jobs, not requiring fast and fine coordination of the small 
muscles, but they will be useful and will pay a living wage. 
Learning good work habits and good judgment in social 
and vocational situations is dependent upon the kind of 
people he has grown up with, on the situations he has ex- 
perienced, and on the guidance he has had and will get 
on the job. He will need occasional counseling regarding 
his work and his use of money. Such counseling should be 
available from his father, employer, union steward, a vo- 


cational counselor, or good friends. 

Predictions such as these may be made for any child, 
although parents seldom ask for them and specialists hesi- 
tate to make predictions unless asked to do so. It must be 
recognized that the greater the handicap, the less the 
chances of a vocational adjustment of the kind predicted 


for the boy above. 
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3. Possibility of care at home. Most parents are in doubt 
as to whether or not they are giving adequate care to their 
normal children. They are even more concerned about their 
handicapped child. It is as though their love makes them 
anxious to do the right thing and they are frequently fearful 
that they are not doing it. 

If the parent feels a true love for the child and can be 


supplied in advance to such a serious and complex prob- 
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lem. It must be solved in context with the other factors dis- 
cussed here. 


4. Size of family and standard of living. Each member of 
a family has rights as well as duties, and it should never be 
a question of establishing a priority of rights or privileges. 
Of course, by mutual consent, father may be granted first 
rights to the evening paper or his chair, or to turn off that 
“television nonsense” for a certain period when he comes 
home from work! Many families seem to feel that the 
handicapped child comes first, but there are many sound 
psychological arguments against it. 

In terms of actual cost, the handicapped child will prob- 
ably account for a greater outlay of money than a normal 
child, but this is not necessarily a matter of favoritism, 


sarily unfair to the other children. The con- 


nor is it neces: 
of living which is 


cern must be merely with the standard 
possible and thought to be necessary for the family. Many 
ghly exaggerated importance on 


people may place a hi 
lly have little to do with 


material standards which actua 
the health and happiness of a family. They have a right 
to their opinions, however, so long as they count the cost 


and are able to plan accordingly. 


5. City, suburban, or rural home. If it is possible to 
choose, the country is usually the easiest place in which to 
provide the handicapped child with good care, and there 
are likely to be fewer social complications and less priva- 
tion for the other members of the family. The handicapped 
child can often find healthy interests in the country which 
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do not involve him in competition with, or provoke ostra- 
cism by, his community. It is almost inevitable in our cities 
and densely populated suburbs that the handicapped child 
will be teased, tormented, wheedled out of money, victim- 
ized in various ways, and feared, unless the community is 
a very stable one in which neighbors are well acquainted, 
friendly, and used to co-operation and helpfulness. It is 
possible for a community to accept the child and help the 
parents make him happy, but this is very rare in our kind 
of society. 

Sometimes a family may feel that the defective child is 
a personal and social handicap to the other children. Eor 
example, Betty is a bright young girl of seventeen who is 
anxious for a normal social life with her high-school friends, 
but she has been embarrassed by questions about her 
“queer” fourteen-year-old brother, Bill, and fears that the 
boys will not call on her and take her out with Bill around. 
This is a frequent and understandable dilemma. If the 
situation becomes critical, it may not be possible to correct 
it without damage to Betty or Bill or both. If possible, such 
situations should be foreseen and prevented from becom- 
ing serious. If Betty and Bill have been reared carefully 
and Betty has had some responsibilities for Bill and has 
had his nature and problems explained to her, she is much 
less likely to feel that Bill is the fly in her social ointment. 


She will be able to explain him to her friends without 
shame or fear. 


6. Local facilities for examination and training. No mat- 
ter how competent or authoritative the diagnosis which has 
been given for a child at any age, the parent should plan to 
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have the case thoroughly reviewed after a period of time 
by the same examiners or others of similar qualifications. 
Most conditions change, although it is not likely that a 
child with some problem such as mongolism, phenylke- 
tonurea, or congenital spastic paralysis will change in such 
ways as to warrant a different diagnosis and different care 
and treatment. It is often wise, in the re-examination, to 
get a psychological re-evaluation as well as the more con- 
ventional medical opinions. If the family has moved since 
the first examination, competent specialists may be found 
by calling the office of the county medical society or the 
psychology department of the nearest college for names 
of diplomates in clinical psychology. If there is a local 
chapter of one of the organizations of parents (mentioned 
above) in the community, advice can be obtained there. 
If the parents of a handicapped child contemplate mov- 
ing to a new community, they may desire to find out 
whether the above services will be available in or near the 


new locality. 


7. Institutions and schools. For information concerning 
residential institutions for the care and treatment of their 
child, parents can write to the National Association for Re- 
tarded Children, 129 East 52nd Street, New York 29, N.Y. 
This organization will gladly supply the names and ad- 
dresses of public and private institutions within a given 
distance from where they live, and it can also give the 
name and address of the nearest Association representa- 
tive who will be glad to be of any possible assistance. 

These institutions and schools are not evaluated as yet 
beyond having to meet certain standards in most states for 
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a license or charter, Usually, these requirements concern 
fire regulations, water supply, and such things, and have 
nothing to do with the competence and quality of the in- 
stitution staff who may, at a vital time, become the substi- 
tutes for the parents. 

Most parents are desperate when they finally come to 
the institution or school, and are glad to accept assurances 
from administrative officers that their child will receive 
more adequate care than he can be given at home. They 
are also likely to be restrained by politeness and good man- 
ners from closely examining matters in which they feel 
no competence themselves and from asking penetrating 
questions about the quality of the services. Yet they must 
realize that they would expect to have evidence on several 
points before they would lend a stranger $10,000, or before 
they would contract to buy an expensive house or stock in 
a gold mine. The least the parents can do is to convince 
themselves of the character and integrity of the adminis- 
trative officials whom they interview and of their under- 
standing of the child’s problems. They should also talk with 
the personnel who will look after their child and sce some 
of the children with whom he will live. They should meet 
the head physician or the head nurse, and the head of the 
school, as well as a social worker and a psychologist. They 
should see children at mealtimes and should see a copy of 
the current menu, 

There are many problems of school or institutional living 
of which the parent may be totally unaware but which are 
quite crucial for the welfare of the child. He cannot expect 
the representative of the school to discuss these problems 
or the institution’s weaknesses unless they are specifically 
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asked about. And he cannot expect brochures, advertising 
literature, or publicity releases to emphasize whatever limi- 
tations an institution may have. Unfortunately, it is often 
next to impossible for a parent to know the truth about 
many important details of an institution to which he hope- 
fully, but often too naively, entrusts his child. 

This discussion is not meant to arouse anxiety or skepti- 
cism about institutions for handicapped children, Far from 
it; by and large they do a better job for their children than 
the parents of these children could do. Furthermore, I 
believe strongly that these institutions are a great necessity 
in our society. The questions I raise here are questions I 
would expect parents to raise with me regarding my own 
institution. 

One cannot judge an institution’s quality by its age, by 
the appearance of its buildings and furnishings, by its pub- 
lications, by its fees, or by such questions as whether it is 
publicly or privately owned, or whether it is a profit- 
making business or a nonprofit corporation. All these things 
are relevant and the parent should be familiar with them, 
but they do not give the essence of the life and care and 
treatment of the children for whom they are responsible. 


8. Expenses. The costs of private schools for mentally 
defective or otherwise handicapped children are formida- 
ble; there is no question about it. For the parent whose 
income is not above average, it is probably out of the ques- 
tion to consider placement in a private residential school, 
unless the child can go on a scholarship or at a reduced 
fee. Let us consider some of the probable costs for a ten- 
year-old child. In addition to tuition, there will probably 
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be extra charges for medical attention, dental work, and 
a few incidentals. Clothing should cost no more than at 
home, although there may be extra expenses for travel to 
and from home. Recreational expenses should be same- 
what less and the parent may be able to deduct the tui- 
tion on his income tax return as an allowable “medical 
expense. The items in the following table represent average 
costs at good schools, but it is quite possible to reduce them 
considerably or to pay much more. 


Costs at institution 


Tuition $3000.00 
Medical and dental care 100.00 
Extra travel, etc. 100.00 
Total $3200.00 
Saving at home 
Food $ 500.00 
Incidentals 100.00 
Income tax 600.00 
Total $1200.00 
Net expense $2000.00 


If the residential school costs only $1800, which is 4 
minimum for private schools, the parent may be able to 
reduce his extra expense to $1000. On the other hand, 
many private schools charge $4000 or more per year. In 
the latter case, the saving on expenses at home and on 
income taxes is greater. In any case, the parent who is 
considering placing his child in a private residential school 
must be prepared to spend between one and three thou- 
sand dollars more than he would if the child remained at 
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home. If it were possible for the parents to place a value 
on the time and care they give the child at home, it could 
be scen readily that the institution’s charges are not un- 
reasonable. 

What do state institutions cost? Their charges vary from 
state to state but are usually based on the parents’ financial 
status and the institution’s per capita costs. Charges vary 
from zero to $1500 per year. Supposing the state’s charge 
to be $1000, it should be possible to place the child with 
an increased annual expense of no more than three to five 


hundred dollars. 


ents are sO concerned over 


9. Length of stay. Many par 
acement that they seldom 


the problem of institutional pl 
think very realistically about the future. Often they place 


the child on a “trial” basis and say to themselves, “Let’s see 
how this works for a year and then maybe he can come 
home again.” A year in a child’s life is a long time. It is 
long enough for him to make an emotional adjustment to 
the institution and a break with his old home, to make 
new friends and playmates, and to become so immersed 
in the routines and familiar ways of a school that to be 
taken home again at the end of the year may be about as 
traumatic an experience for the child as was the original 
separation from his home and parents. Of course there 
are often cases in which the child thinks he is to stay in 
the institution for just a year and he literally counts the 
days until he may go home again. When parents tell the 
child that he may be able to come home again in a year, 
believing that this eases the break for the child, it is usually 
harmful to him; it merely soothes the parents’ feelings 
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about the Separation. It is usually better to be frank and 
tell the child that they just do not know how long he will 
be able to stay in his new “home,” but they should give 
him a definite date on which they will come to visit him. 
So long as the child continues to need contact with his 
real home, the parents should set specific dates for their 
future visits or for the child’s returning, with the institu- 
tion’s approval, for a visit. Parents should set dates for 
their children only if they are sure they can keep them. 
It is bad enough from the child’s point of view that they 
will not allow him to stay with them in his own home. To 
find that he cannot trust what they say may become a final 
blow which has serious psychological consequences. i 
In consultation with institution officials before admis- 
sion, the parents should gain a fairly clear idea of what the 
length of his stay may be. If the child’s diagnosis indicates 
lifelong care, with no prospect of partial self-support, the 
parents should begin to plan for this probability. How- 
ever, if the child appears to have a potentiality for training 
in some useful vocation, the parents should plan in terms 
of his age at admission, their own financial prospects, and 
the possibilities of later training in the community while 
living at home. For example, a child of five may be unad- 
justable at home, but his diagnosis may indicate good 
potentialities for training in useful work skills. If there 
is a sheltered workshop in the home community or if there 
are vocational training courses in the special classes of the 
public school, perhaps the child may return home in five 
or six years and continue his training there. If the com- 
munity does not offer special training Opportunities, it may 
be necessary for the child to remain in the residential 
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school until he is past adolescence and considered to be 
ready to try a job in the community under the supervision 
of his parents and a social worker or vocational counselor. 

For the child whose diagnosis indicates potentialities for 
useful training, the parents should do their best to ascer- 


tain if the institutions under consideration can and will 


give the kinds of training which may be appropriate for 
the child, Some institutions, unfortunately, are “training” 
schools in name only; they do little or nothing beyond 


having the more able children handle a large number of 


jobs around the institution without adequate supervision 
transfer what he has 


of the sort which enables the child to 

learned to new situations. It is even possible to find there 
men and women of fifty who have the ability to earn their 
own living in the community doing the same routines in 
the laundry or kitchen or on the farm which they began 
as children! One of the questions which parents should ask 
concerns the number of children who have completed 
training in the past year or so and have been placed out in 
the community or in jobs to which they go from their own 
homes. If possible, the parents should talk with the social 
worker or official who makes the arrangements in the com- 
munity and prepares parents and employers for the ad- 


justment and guidance of the boy or girl who is about to 
begin this new phase of his life. In addition, if possible, 
the parents should talk with the person who supervises 
vocational training in the institution, and should learn as 
much as possible about the different kinds of jobs in which 
the child may be trained. A clear distinction should be 
made between work and supervised training, with learn- 
ing, rather than immediate production, as the goal. 


7 


How to Choose the Institution 


MUCH has been said already about choosing an institu- 
tion and about what to consider in deciding whether to 
place the child in one or to care for the child at home. 
It has been said, also, that there are no generally adopted 
standards which are applicable to all institutions, public 
and private, large and small, that nay be enforced or easily 
checked and verified. It is probable that, on the whole, 
society has not been particularly zealous for good stand- 
ards of humaneness and care in our institutions for men- 
tally defective children, They are in much the same con- 
dition as homes for the chronically ill and aged, so far as 
standards are concerned, not because their directors an 

Supervisors are any more careless or culpable than other 
people, but because they have the same tendency as other 
people to overlook errors, to forget or ignore unpleasant 
facts, and to want to feel that things are going well. Also, if 
there is no independent, objective checkup once in a while, 
it is likely that laxity and selfishness will increase, corners 
will be cut, and quality will deteriorate in any program. 
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A special class in useful crafts at the MacDonald Center in Tampa, Florida. 
This is a large diversified center for mentally handicapped children and 
adults, The program includes prekindergarten classes, all levels of elementary- 

school work, and a large sheltered workshop for useful occupation of young 
men and women. This center is one of the outstanding demonstrations in the 
States of what parents have been able to do through their organized 
efforts, 
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Parents or other people who may serve as inspectors or 
visitors are seldom in a position to know the economic, 
social, and psychological facts of an institution’s life and 
program. 

Here are just a few additional questions with which the 
parent might be concerned in choosing an institution for 


his handicapped child. 


1. What is the total population of children (or pupils or 
patients) in relation to total number of employees on the 
payrollP 

2. How many children are there in the dormitories or 
cottages, and what is the proportion of employees there? 
Excluding administrative officers, teachers, and profes- 
sional workers, and farm, maintenance and office staff, 
how many attendants and houseparents look after how 
many children? 

3. How many hours a month are these cottage personnel 
on duty, and what is their salary scale? Salary is only a 
rough index to quality, but it is of significance. 

4. What is the average age of the houseparents? How 
many of these people have been in their present positions 
over two years? Supposing my child remains here five 
years, how many different cottage parents might we expect 


him to have in that length of time? 

5. How many other children will sleep in the same room 
with my child? Does an attendant sleep in the same room, 
or is one at hand and awake during the night? 

6. What are the disciplinary practices? What are the 
attitudes and actual practices in regard to whipping, slap- 


ping, or other corporal punishment? 
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7. What about sexual practices? How is social or mutual 
masturbation among the children handled? What about 
homosexual or heterosexual interests in the children among 
the employees? This is a touchy question, but the parent 
has a right to a frank discussion of it. Every institution 
has these problems, Sexual abuses by employees are some- 
times difficult to detect, but jobs for single men and women 
as cottage parents or attendants frequently attract homo- 
sexual men and women. Solitary masturbation is to be 
expected in institutions just as in private homes, but the 
practices of mutual masturbation among the children 
should be watched for and prevented since they may lead 
to more serious forms of homosexuality. The sexual abuse 
of handicapped, dependent children and adults by institu- 
tional employees is sometimes difficult to detect, but surely 
an alert and competent administrator can prevent it. 


While such questions apply to all institutions, there are 
other considerations which the parent may wish to keep in 
mind. For example, an institution may not have a program 
designed for children of every age, sex, and condition. It 
is not likely to be able to set up an adequate program at 
once, and until there are several other children of more or 
less the same type, the child will be out of place and possi- 
bly a social misfit. It should not be expected, for example, 
that the staff and facilities of a program for adolescents 


could be easily adapted to care for young children or the 
aged. 

An expensive error is often made b 
wish the best for their child and seem (ote Cee dintaat 


4 s to feel that the facili- 
ties provided and the amount of money they Gadw 
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determine the degree of benefit to the child as well as 
indicate the amount of love they have for him. It is more 
or less true that the difference in furnishings, pictures, 
books, space, equipment, etc., between the home and the 
institution should not be great, but it is also true that a 
parent may pay for more of these things than the child 
needs or appreciates. How often have people bought very 
expensive toys for a child and then wondered why he pre- 
ferred to play with those old wooden blocks which the 
carpenter gave him from some scrap wood! 

It is desirable that the physical surroundings be clean 
and safe and cheerfully stimulating, but it is not necessary 
that they be lavish or expensive. 

It is much more expensive for an institution to provide 
a good educational program, good vocational training, 
good personal counseling, a variety of therapies, and a 
good placement service, than it is to provide good care, 
food, housing, and recreation—what is usually called a 

custodial” program. If the parents have received a good 

diagnosis of the kind described above (pp: 121-123), they 
should have a fair idea of what the child needs. It should 
not be necessary for them to pay for services which the 
child does not need. I am reminded at this point of a man 
who is happily adjusted in a custodial program in a very 
good private school but whose parents initially wanted 
much more for him than he needed. He arrived at the 
school years ago as a post-adolescent, ina taxi from his 
home city which was 75 miles away, dressed in Brooks 
Brothers clothes, smoking a cigarette in a long gold and 
ivory holder and—with wet pants! ; , ; 

Unfortunately, the larger institutions which provide 
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varied programs suited to the children’s needs seldom vary 
their tuition fees proportionately with the program costs. 
Thus, some children get more and some less than their 
parents pay for. 

If a child needs only lifelong humane care, a small pri- 
vate home, costing perhaps $1800 per year, may be just 
as good for the child as the residential school set up for 
academic, social, and vocational training at a possible 
cost of $4800. But if the child does need the special pro- 
grams mentioned above, and if they are adequately pro- 
vided, the parent may get a great deal for his money. The 
tragic cases are those in which parents think they are buy- 
ing a special course of training which will return their child 
to them vocationally trained and socially adjusted, only 
to be told year after year that “more time is needed.” Some 
of the so-called “training schools,” unfortunately, give 
only custodial and limited educational programs and do 
not train their children for useful work except in the 
institution. Finally, the parents run out of money or die, 
and then the young man or woman is transferred to a state 
institution, possibly at too advanced an age for effective 
training for community placement. 

While we have said above that a residential center is 
not to be judged on the basis of whether it is public or 
private, profit-making or charitable, the parent should be 
concerned about the permanence and stability of the insti- 
tution. Will it be there and functionin: 


i; i g adequately as long 
as the child needs it? The chances are that an old insti- 
tution, noted for high standards and a good program, 


whether state or private, will continue to be good unless 
there have been such problems as unusual cuts in its 
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budget or frequent changes in its important personnel. In 
such cases the parents should look twice rather than as- 
sume that the old reputation is still deserved. 


Just as the sculptor needs special tools to make his work 
of art, and the scientist needs appropriate instruments, 
the school for handicapped children needs them for its 
Specialized work which truly has, or should have, the 
characteristics of both art and science. Not only tools and 
physical equipment are necessary; of much greater im- 
portance are the attitudes and competencies of the staff. 
These are the psychological tools without which the school 
may be just another commercial enterprise trading in lives 
and destinies, 

There are several other kinds of institutions to which 
backward or mentally defective children are sent, since 
placement decisions in these cases are usually made on 
the basis of social, legal and economic considerations 
rather than on the basis of the particular physical and 
Psychological needs of the child. Examples of these other 
institutions are county or city general hospitals, children’s 
hospitals; state mental hospitals; private or university 
Psychiatric treatment and training centers; state, county, 
or city children’s homes; and private foster homes. For 
many children who must be cared for away from their 
own homes, it is possible that one of the above types of 
placement might be better for the child than the nearby 
State or private training school for defective children. 
Quite often the psychiatric hospital takes a child who is 
thought to be emotionally disturbed and, in the process 
of treating him psychologically, finds that he is mentally 
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retarded as well. Although the kind of care and treatment 
given in such a hospital may be quite expensive, it is often 


just what the child needs and would not 
school. 


get in a training 

Many people have strong aversions to children’s homes 
and foster homes, as if the fact that most children in them 
come from poor, dependent, or incompetent parents means 
that the care given in the institution or home must be sub- 
standard. This does not follow; many dependent children 
cared for at public expense in the county home or in foster 
homes receive good, consistent, and affection 
though most of these institutions claim that 
Open to mentally defective childr 
retarded children are to be found in them, getting more 
of what they need than they would get in many of the 
institutions especially constructed for them, 

The foster home for dependent children is usually a 
private home in which the mother’s own children, if she 
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fewer and fewer cases of such exploitation. There are many 
foster homes in which the children get excellent care, 
which means affection and understanding as well as good 
food. Parents of backward children who cannot find a satis- 
factory state or private training school are often wise to 
consult their local child welfare office or clinic about the 
possibility of foster-home placement. 

A word of guidance might be in order here for parents 
who place their child in a foster home. It is only natural 
for them to be greatly concerned about the treatment 
given their child. In the case of institutional placement, 
authority and responsibility are shared by so many that 
parents often have a hard time finding the responsible 
person if they have fault to find. In the foster home, how- 
ever, there is just one “mother” who will be the object of 
any criticism by the parents. If the parents will only re- 
member to place themselves in the position of the foster 
mother, much unnecessary and fruitless criticism might 
be avoided to the benefit of both the child and those who 
are concerned with his care. Of course, it is a bitter ex- 
perience for a mother to feel that she couldn’t cope with 
her child, that she failed and that now the foster mother 
is succeeding and has the love of the child. It takes real 
nobility of character to accept this situation graciously 
and with appreciation for the foster mother. Many children 
have been harmed greatly by their parents’ inability to 
accept the good job done for them by a foster mother. 
Just a month ago, I visited a little girl in a state hospital 
who, five years earlier, had been placed in a foster home 
because her own home could not cope with her, The foster 


mother developed a good, healthy relationship with the 
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child and was succeeding in ridding the child of her rather 
serious emotional disturbances which had been engen- 
dered in her own home. However, the foster mother did 
not have the education or social status of the child’s 
guardian aunts, and her grammar was not always correct. 
This was used by the aunts as an excuse for taking the child 
home again. Actually, they couldn’t bear to see the foster 
mother succeed where they had failed. W 
they succeeded in thoroughly breaking 
been accomplished. Now the ch 


thought to be psychotic, and du 
tutional care, 


ithin two years 
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ment. The parent can not help feeling guilty if he treats 
the child in such a way; of course, he should feel guilty, 
but it should seldom be necessary to handle a situation of 
this sort in such a cruel fashion. 

If the decision to place the child away from home has 
been made, there should be a carefully worked-out plan 
of handling the separation. The simplest method may be 
to set up three stages. First, the parents should talk about 
the place with enthusiasm in the child's presence. They 
should give him the impression that they think of it as a 
wonderful place where children do many interesting things 
together. Without implying that they are thinking of tak- 
ing their child there, their description should arouse the 
child’s interest in a positive way. In the second stage, the 
child should be taken by the parent on a visit to the school 
or home in order to see for himself that the children have 
good times there and that the adults are interesting, kindly 
people. Still, the idea of the child’s placement there should 
not be mentioned. One or two such visits may lead to the 
third stage in which the child is taken for a visit and left 
for a few hours at a time as a guest who is appropriately 
entertained and made to feel wanted and appreciated 
there. This experience may lead to the child’s own request 
to stay at the new home; at least it should make the place- 
ment an easy adjustment for both the child and the parent. 
Most administrators will appreciate this careful prepara- 
tion of the child for placement. The parent may be wise 
to reconsider his decision in the case of any home or insti- 
tution which will not co-operate with some such plan as 
this, With appropriate modifications, such a plan is helpful 


154 OUR BACKWARD CHILDREN 


even with very young children, if it should become neces- 
sary to place them, and even with postadolescents and 
adults. 

Perhaps, as a reminder, it should not be forgotten that 
the child is helped in his readjustment to a new home by 
keeping warm the emotional ties to his own home and 
family. This means that the child should take a few famil- 
iar objects with him when he enters his new home. For 
example, many children sleep better in strange beds if 
they have an old familiar blanket or pillow with them. 
Familiar dolls and Teddy bears give a feeling of security 
and there should be no surprise or criticism if the child 
clings to such objects rather passionately while he is mak- 
ing the adjustment to the new environment. It should be 
noted that the objects mentioned above should be old, 
well-used, and familiar to the child, rather than new; it 
does no good to give the child a shiny new doll at such a 
time; he needs old and trusted friends. It helps, too, if the 
child can take with him pictures of his family and home. 
Such pictures may be glued to thin sheets of wood and 


then covered with shellac to preserve them, for they should 
survive much use and kissing, 
Fortunately, 


cerned about 
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ing the right school or institution or home for their child, 
it is always desirable for them to plan the separation care- 
fully and to have expert help in making the transition. 
If handled in the right way, it is often possible to guide 
the child into desiring the placement. If this can be done, 
the move may be a constructive one which in itself aids 
the maturation process in the child. Wise and thoughtful 
parents will beware of the institution, training school, or 
home which permits dumping a child on its doorstep. 


In choosing an institution, parents should look into the 
nature of the relationships between parents and the insti- 
tution. For example, all institutions are glad to receive 
monetary or material gifts from parents or parents’ associa- 
tions but some do not welcome the parent as a frequent 
visitor and observer. Of course, some parents are great 
nuisances to institution administrators, but on the other 
hand, parents should be able to feel that they and the 
institution are working together for the child, and not have 
to feel excluded from the everyday details of the program. 

Parents may get some help by checking different kinds 
of directories of institutional and professional services 
which may be found in most public libraries. The National 
Association for Retarded Children and the American Board 
for Psychological Services should be able to give helpful 
information. 


8 


Training and Vocational Selection for 


the Backward Child 


THERE is no mystery about the education and training of 
handicapped children, any more than there is about that 
of normal children, and the objectives are the same. There 
may be some differences in subject matter and pace of 
instruction, but it is hardly true that special education and 
vocational training for the mentally handicapped is a dif- 
ficult field which few can master, 

The purpose of education and training of all children is 


knowledge, skills, and atti- 
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activities and interests. Those who are handicapped should 
still be helped through education to develop their poten- 
tialities to their maximum and to produce goods or services 
accordingly. Some may not learn to guide themselves 
socially and vocationally through the complexities of mod- 
ern society and some may not become productive to the 
extent that they could earn a livelihood. What is impor- 
tant is that the handicapped person be prevented from 
deteriorating to a status of greater dependency on society. 
Each child should be taught as much as he can learn in 
those areas which may give him a greater sense of worth 
and greater enjoyment of life, as well as enabling him to 
be of some social or economic help to his neighbors. 

It is the object of a good diagnosis to indicate or sug- 
gest the areas of possible beneficial training and the maxi- 
ace which may be achieved through education and train- 
ing. A severely handicapped congenital paralytic without 
speech or locomotion may not even be able to dress him- 
self, but the chances are that he will learn to eat and drink 
and look after his processes of elimination, given appropri- 
ate training and motivation. On the other hand, there are 
thousands of children in our institutions who could learn 
to be skilled mechanics or to perform other useful and 
remunerative services, if only there were the will, the peo- 
ple, and the resources with which to teach them. 

There have been various attempts to correlate certain 
jobs with certain I.Q. levels, so that a child having a given 
1.Q. should learn to do certain jobs and a child with a 
somewhat higher I.Q. should learn to do certain other jobs 
which are more difficult and more remunerative. This has 
been a most helpful approach, and the reader who is inter- 
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capped should become familiar with it. 

As we all know, there is not a one-to-one correlation 
between I.Q. and job success, High 1.Q.’s make for success 
in teaching and many jobs requiring acute perception, 
imagination, and verbal and logical facility, but they don’t 
make for success in mechanic or streetcar motorman jobs 
or any of a number of other important and necessary oc- 


cupations, In many cases, a high LQ. is a handicap to job 
success, 


practice or useless and useful 
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of being useful. “Practical” usually refers to the capacity 
of a thing to be put to immediate use, a skill that may earn 
money or produce needed goods. But what is practical in 
this sense for some is not necessarily practical for others. 
There is no practicality in teaching ancient Greek to a 
mongoloid child, although it may be a very useful subject 
for a student of sociology or geology who develops an 
interest in archaeology. And while some pursuit such as 
knitting might be a bore to some, it might be just the sort 
of occupation that will keep a very defective child busy, 
happy, and out of trouble for most of his working hours. 
The selection of subjects in which to educate or train a 
child should be made in terms of his manual co-ordination, 
physical strength, intellectual potential, the interests of his 
present and future companions, and the nature of his 
physical and social environments as well as they may be 
predicted. 

The very defective child can learn the meaning of sym- 
bols or signs unless they refer to abstract relationships. 
Parents have marveled at how a child who cannot speak, 
and who has perhaps been classed as an idiot in intelli- 
gence, can hear a particular musical piece on the radio 
and then pick out a recording of that same piece and put 
it on the record-player. They say, “He can’t read anything 
or even tell you the name of the piece, so how on earth 
can he pick out the right record so unerringly?” The answer 
is that of course he can read, at least in such a way as to 
pick out the right record! Perhaps he is reading signs just 
as the Indian does who tracks a man or animal through 
the jungle. There is obviously some visual cue on the 
record, perhaps the shape and pattern of the printed words 
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or a distinctive scratch or discoloration that he recognized 
in association with his recognition of a familiar melody. 
An example of this sort should be enough to show that 
practically all children can learn to read signs or sounds 
if they are associated with meaningful experiences. Let us 
suppose that the young child usually learns to drink his 
milk from a silver cup of the sort that once was so fre- 
quently given to children. If a small cardboard sign with 
the word mux written on it is shown the child regularly 
for a few days when he drinks milk from the cup, he will 
soon search for or point to the cup, if hungry, if he is 
merely shown the sign. It is not necessary that he be able 


to say the word “milk”; the sign means “milk” to him and 
in this sense he “reads” 


process which psycholo 
be applied to the learn 


which are seen on sig 
expected of the child until he is 


visual symbols and sounds with significant experiences. It 


l children, defective or 
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as much varied stimulation in the child’s environment as 
possible, rather than leave the child in his crib with the 
same monotonous, unvarying surroundings day after day. 
This does not mean that a constant succession of new 
sights, sounds, tastes, smells, and feels should be kept up 
throughout the child’s waking hours. He must have time 
and opportunity to examine each new thing with all his 
senses. In this way he begins to understand them; in this 
way he becomes more and more intelligent in the sense 
of handling himself and his environment more successfully 
and appropriately. 

In some schools, unfortunately, the content of special- 
class instruction is merely the same as in classes for normal 
children of similar mental ages. For example, a normal 
seven-year-old child learns to read from a book about dolls 
or pets in which the illustrations are mostly of young chil- 
dren, A defective child may have reached adolescence 
before he has the mental age and sensory equipment to 
read at the seven-year level. Such books, designed for 
normal seven-year-old children, merely irritate and shame 
him because physically and socially he has needs to think 
and act his chronological age rather than his seven-year 
mental age. This is why so many retarded children do 
not learn to read at a level which corresponds to their 
capacity for learning. To provide proper stimulation for 
learning, the materials used in the classroom or workshop 
must correspond to the age or physical and social level at 
which the child likes to imagine himself. 

Work and play offer the best opportunities for all learn- 
ing, including reading, writing, and arithmetic as well as 
manual and social skills. With a few exceptions, the school- 
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room procedures for handicapped children in our institu- 
tions tend to be unimaginative repetitions of what is taught 
at earlier ages to normal children. It is a fair generaliza- 
tion to say that the diagnosis of mental deficiency is too 
often used as an excuse for not teaching the child to learn 
as much as he might. Most American newspapers are wie 
ten with a vocabulary appropriate to a mental age of nine 
or ten years. This means that most children with 1.Q.’s 
above 60 should learn to read well enough to enjoy the 
newspapers and to read other materials for enjoyment as 
well as instruction. , 

One of the chief problems in the education of the handi- 
capped is to overcome the sense of defeatism in the child 
and of futility in the teacher, No one likes to work at a task 
in which he has failed before and thinks he will fail again, 
and no one teaches with zest and enthusiasm if one feels 
that it is not worthwhile, 

There is probably no one who has not heard an employer 
complain about the work habits of his employees. He 
admits that the employee knows enough to do his job 
properly, but the employee seems to take no responsibility 


for it and does not seem to appreciate the fact that there 
must be some relationship between production and com- 
pensation. Often the schools and “progressive education” 
are blamed for what employers call bad work habits. 
Goodness and badness are relative terms. What may be 
called poor work habits in o lace are thought to be 


ost cases lower quantity 
is not compensated for by better quality of work, Work 
habits are matters of attitude and interest, and like other 
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attitudes they are learned and can be taught. The handi- 
capped child can learn good work habits just as easily as 
can the bright child. Some people even say he learns them 
more easily, but this is probably a function of something 
else in the work situation besides the child’s learning 
ability. The best way to teach good work habits involves 
two chief things: a good example on the part of the elders 
whom the child takes as his models, and a judicious use of 
praise or reward and penalty in the work situation. A half- 
baked job which is praised and rewarded will be copied. 
If dawdling and carelessness make no difference to the 
supervisor, why should they seem bad to the child? 


Vocational Selection and Placement 


Vocational selection is a subject which has been given 
a great deal of attention by psychologists and industrial 
specialists. Its findings, however, have seldom been applied 
or tested among mentally and physically handicapped 
children. 

During World War II, due to a serious shortage of labor, 
considerable interest was shown by the government and 
by large employers in what are called marginal workers. 
Research was done on the measurement of job qualifica- 
tions and aptitudes of men and women who had not 
hitherto been able to find jobs. As a result of this research, 
we know that there are many jobs that can be done com- 
petently by youths and adults who have generally been 
thought to be incompetent by virtue of their failures in 
school, low I.Q.’s, physical stigmata, and social awkward- 
ness. There has been, also, a certain amount of unethical 
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perpetuation of the belief in their ingorperencE, just 
there has of beliefs concerning the work qualifications o 
certain races and religious groups, and of women, in times 
of severe competition of the many for the few jobs. 

Parents and teachers of the handicapped who are ms 
cerned with vocational goals and qualifications shou 
benefit from the material contained in the references on 
this subject given in the list of Recommended Readings. 
We now know that there are many useful jobs within = 
physical and intellectual capacities of our handicappe' 
children, and we know which jobs are not suitable for those 
with particular sensory or muscular handicaps, but in spi 
of this knowledge, the major hurdle of placing the person 
in the job and keeping him there successfully has not been 
jumped. 

This obstacle has at least two aspects which might be 
mentioned here. First, although the job itself is within the 
capacity and skill level of the handic 
number of hours per day or week are n 
be performed well on a basis of thirty hours per week but 
not on a forty-hour or longer schedule. Employers may 
have real difficulty in suiting working hours to the condi- 
tion of the employee. 


apped person, the 
ot. Some jobs might 
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costs. This is the key question for the employer to whom 
labor costs are the most important variable in the complex 
of factors which determine whether or not he can make a 
profit on his product. 

If the employer can be shown that he can cut his labor 
costs by employing handicapped people, he will be seri- 
ously interested; but here is where the other employees 
and their unions become equally and legitimately inter- 
ested, for they fear that cheap labor will drive their wages 
down—and ordinarily they are right. It is the same type of 
question as international competition in the sale of a manu- 
factured product. If the Japanese worker can be employed 
at half the labor cost of an American worker, the Japanese 
product can be sold at a much lower price on the world 
market and so give what the American employer and 
worker call unfair competition. 

It would seem that the slogan, “equal pay for equal 
work” should be used to the satisfaction of employer, fel- 
low workers, and the handicapped, but there is often a 
joker in the situation which must be recognized in fairness 
to the employer. He may have to spend more money in 


safety devices, workmen’s compensation insurance, and 
e does for his usual employees. 


extra supervision than h 
ugh the 


These things actually increase his labor costs altho 
piece or hourly wage rate may be no different. 
Although there are many difficulties and complications 
in the remunerative employment of handicapped workers, 
there is no reason why patient discussion and planning 
among employers, representatives of labor, and repre- 
sentatives of the handicapped should not work out solu- 
tions to the mutual satisfaction and possible benefit of all. 
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Some readers may wish a discussion at this point of job 
selection for the handicapped rather than delay the ques- 
tion until the recommended readings on the subject, listed 
at the end of this book, can be checked. Only a few com- 
ments can be given, however, as there is no justification 
for duplicating those references. One of the first principles 
to be noted by the parent or vocational counselor, or any- 
one concerned with the occupational placement of a handi- 
capped person, is that success in any job is a function of 
several factors in addition to intelligence and skill. Basi- 
cally, of course, the job should not require judgment and 
intellectual comprehension or physical skills which are 
beyond the attainment of the person. In addition to these 
one must consider simple physical strength and sensory 
acuity, two things which are often neglected but which 
can be of great importance in determining whether or 
not a person can succeed in a given job. There is, also, the 
matter of motivation and interest, Either the work itself 
or some characteristic of the situation in which the work 
is done must provide some stimulus which will lead the 
person to want to continue the work and to succeed at it. 
The job must be one in which 
pride and self. 


indications of his success or accom 


person suffers most is 
erentness and isolation from the great 
stream of normal society all around him. If his job brings 
him into social relations with others in such a s as to 
merit frequent comments of approval of his ae from 
those around him, he will not only like the work more but 


will probably do better at it. There are many cases in 
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which the work itself is purely routine or automatic; in 
such instances there must be attractive side features to 
hold the worker’s interest. For example, a person of very 
low intellectual competence, say a mental age of three 
years, can be happily occupied for hours in pushing a cart 
back and forth between two fixed points if there is some- 
one at the end of each run to greet him in a friendly way 
and head him back on the return trip. 

Without a full discussion of different job requirements 
and the individual's abilities it would not be of much help 
here to list all the different jobs which can be done by 
handicapped people of low intelligence and severely lim- 
ited learning ability. Let us mention only some areas in 
which there are many specific jobs. There are numerous 
unskilled jobs in the service occupations—for example, 
laundries, dry cleaning, window washing—in which a per- 
son works with others under supervision. Domestic em- 
ployment under supervision offers many opportunities. 
Although much farm work is now mechanized, there are 
many farms which offer jobs of a nature which can be suc- 
cessfully done by the handicapped. Then, there are dozens 
of industrial jobs; sorting, wrapping, packing, carrying and 
piling, stamping, painting, stenciling, simple assembling, 
baling and weighing are but a few. 

One of the problems which faces the training school 
or agency which prepares the child for vocational place- 
ment is the frequent reluctance of the handicapped per- 
Son’s parents to permit their child to learn and engage in 
what they mistakenly consider to be menial tasks beneath 
their social dignity. Many children and adults are sup- 
ported in unhappy, parasitic idleness because of parental 
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attitudes of this kind; they seem to be unable to see the 
dignity and respect due for any useful job well done within 
the capacity of the worker, 

Many readers have probably heard of sheltered work- 
shops, although they may be unfamiliar with the details 
of their purposes and operations. Briefly, a sheltered work- 
shop is a concern which gives employment for the primary 
benefit of the employee, as contrasted with private indus- 
try which is operated for the profit of the owner. 

The ordinary sheltered workshop has a variety of jobs 
varying from sorting out and baling waste paper and rags 
to skilled small-parts assembly jobs. Handicapped adults 
spend a variable amount of time at work under supervision 
in the shop. Their products are either contracted for or 
are sold on the market, and the proceeds are used to pay 
the salaries of management and supervisors, overhead 


costs, and the wages of the handicapped workers. Work is 


interspersed with social hours and recreation, and workers 


are taught with patience todoa good job in which they may 
take pride. 


Sheltered workshops are probably the best answer to 
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the question of how to occupy the time of the mentally 
defective adult who otherwise might have to be cared for 
In an institution or who might get into trouble if not ade- 
quately supervised in his home community. They not only 
Occupy the time of the handicapped person, but they do it 
n a constructive way which enables the person to feel 
normal self-respect and to enjoy social life with others. In 
many cases, there is a small amount of earnings, which re- 
lieve the home of some of the economic burden. Even if 
the person earns but two or three dollars a week, it may 
Pay for carfare and lunch and relieve the handicapped per- 
son of much of that terrible feeling of complete depend- 
ency, 


What about those children who may be “trained” and 
ready to leave the residential center but who have no 
homes or relatives to take them in and give them the help 
and supervision they need? There are many more cases 
of this sort than of those who have good homes to return 
to; If the parents have died before the patient leaves the 
Institution, there is not likely to be anyone who is interested 
in providing a home. No matter how lavish their gifts at 
Christmas or how sincere their expressions of affection, 
brothers, sisters, or other relatives are seldom really glad 
to have the handicapped person become a member of 
their household. It is not only the probable economic cost 
which makes it difficult for most homes to take in a de- 
fective relative; often the decisive considerations are the 
resulting social complications and the disruption of the 
household’s accustomed routines and manner of living. 

A very large number of children remain in institutions 
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far beyond the psychological moment for return to the 
community, simply because there is no acceptable home 
to go to. Most institutions do not have adequate place- 
ment services for finding jobs and foster homes for those 
who are ready to return to the community. In a few cases, 
of course, the child does not leave because his work is 
needed at the institution. If he were to leave, the institu- 
tion might have to employ someone at a normal wage to 
do his work. Although this may be suspected of being a 
problem more of state than of private institutions, this iş 
not necessarily the case. There is no reliable data on this 
point but it is probable that state institutions as a whole 
have a better record than the private schools of returning 
children to their communities when it is thought they 
should be able to work and get along “outside.” 
Arrangements to provide foster homes for individuals 
or groups who are ready to leave an institution have been 
very slow in developing. Somehow it seems easier to get 
legislators to appropriate or borrow money to build build- 
ings for the care of handicapped children than it is to get 
the same amount of money to look after them in the com- 
munity, The evidence is slowly mounting, however, that 


rk may live in supervised 
foster homes. 


Then there is a type of community home which con- 
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stitutes a sort of intermediate stage between the depend- 
suey: and complete supervision of the institution and the 
independence and freedom of real community living. Such 
a home may accommodate fifteen to twenty-five people 
who work in the community at normal wages, but live in 
the supervised home where a social and recreational pro- 
gram is arranged, clean rooms and good food provided, and 
the necessary amount of personal counseling given. Such 
homes can be well run for a cost of $100 a month per 
person, which is less than the average cost per child in state 
institutions if overhead and capital costs to the taxpayer 
are included. There is, then, a possible saving to the state 
and the parents in such community homes, even if the 
resident pays nothing for his maintenance. But there is no 
reason why the worker should not pay all or a good share of 
the cost of his maintenance in such community homes at 
the same time that he may be saving a little money toward 
a future of possibly complete independence. 

Such arrangements, enabling the handicapped to be 
gainfully employed in the community as soon as they have 
developed the necessary skills, work h 
maturity, could undoubtedly result in a variety of bene- 
fits. The parents would be relieved of the unpleasant 
thought of having their son or daughter kept in depend- 
ency in an institution, and their consequent financial bur- 
den would be lessened. More workers and consumers could 
be added to the community. And finally, the lives of the 
handicapped themselves could be given greater dignity 


and cheerfulness. 


abits, and social 


9 


What Does Society Do to Help? 


OVER the years since the special problems of mentally 
handicapped children were first recognized, society has 
devised various means and agencies for helping this group 
of children and their parents. This has been done as much 
in the interest of society as a whole as for the direct benefit 
of the individuals concerned. When one looks over the 
field as a whole, our resources look quite impressive, even 
though they are small in comparison with our need. 

In considering the past fifty years, for example, one sees 
a significant growth of public agencies and services tO 
meet the needs of ailing humanity. This does not imply 
any fault at all on the part of the private practitioners in 
the related professions, but it does indicate a sense on the 
part of the public that these problems are of social con- 
cern and that they may be approached more adequately 
and perhaps more economically through public action and 
resources. It should be said here that action by public 
agencies in the United States has usually been guided by 
the pioneering experience and demonstrations 


of private 
172 P 
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agencies. Also, the reader will remember, the size and 
aoe of an agency and its services is not a good index to 
he quality of those services. 


Children’s Bureau 


One of the agencies most helpful in meeting the prob- 
lems of handicapped children is the U.S. Children’s Bu- 
reau, formerly of the Department of Labor and now in the 
Department of Health, Education and Welfare. For many 
years it has disseminated helpful information and stimu- 
lated research and progressive thinking and action in the 
Interest of the nation’s greatest resource, its children. 


Public Health Service 


Another public agency to which we may all look with con- 


fidence for substantial contributions and help in this field in 
the future is the National Institute of Mental Health of the 
U.S. Public Health Service. Since the first appropriation ofa 
little over two million dollars under the Mental Health Act 
of 1947, Congress has increased the appropriation each year, 
the figure for 1954 having been well over fourteen million 
dollars. These funds are used for grants to the states on 
a matching basis, to aid in the development of commu- 
nity mental-health services; for research grants and fellow- 


ships to scientists in universities and other research centers 


throughout the country; for training grants to assist uni- 


versities and other training centers in the development and 
improvement of training programs in psychiatry, clinical 
psychology, psychiatric social work, psychiatric nursing, 
and public mental health, and to provide traineeships to 
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graduate students in these professions; and for public edu- 
cation and dissemination of scientific information to pro- 
fessional audiences. The most recent development in the 
national program is the expansion of the research carried 
on by the National Institute of Mental Health, with bee 
opening in 1953 of the Public Health Service’s Clinica 
Center at Bethesda, Maryland. Here, extensive laboratory 
and clinical studies are being carried out on the origins, 
diagnosis, treatment, and prevention of the mental disor- 
ders and the emotional and adjustment problems of ber 
children and adults, While no project in the field of menta. 
deficiency itself has been started yet, the Institute has been 


exploring the field with a view to planning constructive 
work in it. 


U.S. Office of Education 


The United States Office of Education has for many years 
maintained a Department of Special Education which has 
served to guide and promote more and better services in 
the public schools of the country for the mentally and 
physically handicapped “slow learners.” 

Most of the states of the Union, through their depart- 
ments of education, have provided special classes in the 
public schools for the handicapped. They have also pro- 
vided, through departments of health or welfare, training 
and treatment facilities in clinics and institutions. 


State Training Schools 


Beginning in 1849 in Massachusetts, 


public-supported 
training schools for the so-called feeble 


minded have been 
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a des on but two states. Outstanding among these in- 
pers a of tien pioneering programs of research 
nity io naar ae care, training, and commu- 
ee ua a cen 1e Furnald School at Waverly, 
Warme P w orth Village at Thiells, New York; 
North je y raining School at Northfield, Michigan; 
ada rsey Training School at Little Falls, New Jersey; 
4 ne Southbury Training School at Southbury, Con- 
necticut. 
Pe acini the public institutions or training schools 
Rites en yom defective have been largely custodial in 
aie > and most of them have been so handicapped by 
sufficient budgetary support and by the kind of personnel 
they get that they have been unable to provide more than 
Custodial care in large dormitory unils. While it may be 
admitted that many of them are rather depressing in their 
effect upon the nonprofessional visitor and in their lack 
of concern and activity in finding and developing such 
latent talents as may exist in many of their children, not 
all of them by any means deserve the rather pervasive 
stigma that a large section of the public attaches to them. 
As a group, however, they have lagged behind their sister 
institutions for the mentally ill in the zest and optimism 
with which they have attacked their problems and in the 
degree to which they have attempted to provide real 
remedial and treatment services. In some of them, unfortu- 
nately, there is considerable physical and psychological 
brutality and neglect, perhaps due to the attendants’ ig- 
norance and the belief that their charges are insensitive 
and lacking in the personal and social needs of more nor- 
mally intelligent children and adults. The American As- 
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sociation on Mental Deficiency has been laudably active 
in stimulating higher standards and more enterprising 
programs in these institutions. However, it is regrettable 
that there has been so little support for objective evaluation 
of these institutions to see that they are assisted in raising 
their standards as rapidly as new knowledge makes possible 
and desirable. In any case, no parent should accept this 
stigma against state institutions for the retarded child as 
necessarily justified for each and every institution. The 
parent should investigate for himself or consult some dis- 
interested authority on the matter. It may be that a par- 
ticular institution offers just the right care and program for 
the child in question, , 
One reason for public apathy concerning these state ae 
stitutions is that so many parents feel that care of their 
child in one of them somehow labels them as indigent oF 
uninterested in getting the best for their child. This is by 
no means the case. Most people do not feel this way about 
sending their normal children to public schools and state 
universities. Both types of institutions are supported by 
taxpayers because the latter have agreed on them as the 
appropriate way to meet these social and public needs. In 


most cases, of course, the parent pays a fee for the care of 
his child in the public institution, 


Child-Guidance Clinics 


Most large cities in the United States have one or more 
mental hygiene or child-guidance clinics. These clinics 
operate on a part-time or full-time basis 


and are generally 
supported by four sources: (1) the smal! 


l fees paid by the 
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clients; (2) local funds such as may be contributed through 
wrai chests; (3) appropriations by state mental 
United <a oon and (4) grants to the states by the 
ally wae, ublic Health Service. These clinics are usu- 
a y a psychiatrist and staffed with one or more 
psychologists and social workers. In the usual clinic there 
a no well-defined border between the functions of these 
a a nn all may combine on problems of diag- 
met treatment. This is one of the sources of their 
gth as compared with the average independent pri- 
vate practitioner. 

These clinics are seldom able to meet the demand and 
need for their services, so it is not rare for a mother to 
phone for an appointment for her child and be told that 
the first vacant hour is four months in the future. This is 
discouraging but it is no reason for parents not attempting 
to secure their help. 

Fees at such clinics are usually very small. In most of 
them everyone pays something, no matter how little, and 
those who can afford more will often pay a substantial 
Portion of the cost of the service they get. The usual costs 
of mental-hygiene clinic services vary between twelve 
dollars and fifteen dollars an hour, and the client pays as 
much of this as he can afford. The difference between this 
Cost and the fees of the private practitioners is due to the 
difference in salaries and the fact that the overhead costs 
of the clinic are distributed over a much larger number of 
clients. The parent should not assume, as some seem to do, 
that these comparatively low charges at the mental-hy- 
giene clinics represent lower competence and value of the 


Services. 
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Special Classes in Public Schools 


Special classes for handicapped children are provided in 
many public schools and are badly needed in many more. 
Their purpose is to provide an educational experience ad- 
justed to the child’s ability. The child with highly superior 
intelligence or academic ability and the child with defects 
which prevent learning at the normal rate are not provided 
for in the average classroom. The grades of the ordinary 
public school provide work and instruction within the 
capacity of the average child. It is not only that the work 
is too easy for some and too difficult for others, but ex- 
ceptional children need much more attention, guidance, 
and stimulation from teachers of more than average com- 
petence and training than can be provided in the normal 
classroom of forty or more children. In addition to special 
classes, some schools also provide diagnostic services. 
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n — — handicapped child. Both could contribute 
developed si to society if their capacities were thoroughly 
they oi is as though these marginal groups became 
A aste products of mass production. 

Site at shortcoming is the lack of highly competent 
of the je da in the school systems, whose knowledge 
Stroll Sac pe of the backward and otherwise handi- 
the lc i enable them to guide the development of 
IEE < seme kinds of special class programs. Most 
Eta pos leaders have had graduate work in 
iawn a ut they have not been able also to specialize 
childs, cal problems of the sort presented by a number of 
dren. They tend to think in terms of I.Q.’s and academic 
aptitude and achievement tests. To be sure, on a mass basis, 
in may say with some safety that a certain mental age and 
i ie necessary for a certain school-grade level. For ex- 
le ple, the typical sixth grade is set up at the intellectual 
vel of the child with a mental age of ten to eleven years. 
Tha child of eight can ordinarily get by in the sixth grade 
Ñ his I.Q. is 130 or more, but the child with an I.Q. of 
80 is not likely to succeed in this grade until he is thirteen 
years old. While decisions and plans on a mass basis may 
be quite satisfactory for the majority of children, there is 
a sizable minority, perhaps 25%, who are not appropriately 
considered. For one thing, few educationists seem to know 
that a particular I.Q. is never earned by chance; that is, 
a child is at least as competent as his test score shows, and 
one cannot tell on the basis of the score alone how much 
more ability or potential the child might have. Any LQ. 
or score obtained by a competent examiner gives the child’s 
minimum ability as of today—not his maximum. There 
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are a hundred different reasons why the score obtained 
today may be considerably lower than his maximum, which 
is not known. For example, if we call together a hundred 
ten-year-old children whose 1.Q.’s are each 100, we may 
be sure that none of these children is less intelligent than 
average, indicated by the 100, and it is likely that some of 
these children have potentials for I.Q.’s of 120 and even 
one or two may score above 130 at some future date. At 
the risk of laboring this point too long, let us take two 
boys of the same age, size, and physique. One boy can 
run 100 yards in twelve seconds. The other boy should be 
able to run it equally fast, from all appearances, but i 
happens that he can’t run at all—one of his legs is arti- 
ficial. It is the job of the clinician to find out the nature 
of the handicaps which prevent a potential from being 
realized and to guide the school in planning for appropriate 
remedial work. 

The parent who reads the above should not jump to the 
conclusion that his child, who has been examined at the 
public school and found to have an LQ. of, say, 60, has a 


potential of 100 or so. No one k 


nows how many children 
test below their 


potentials or by how much. When the 
school officials tell the parent that his child should go into 


the special class for slow learners, they are probably right 
in their decision, because the 


change very significantly in I, 


yond the level indicated by the 
Most schools make a distincti 
they call educable and those 


on between children whom 
who are not, although they 
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Bete sti Sometimes the I.Q. of 50 is used as the 
res toe pen. these two groups, and sometimes chil- 
thes. otha. ot his borderline score are thrown one way or 
i aha according to social adjustment or personality 
itke ristios: Certainly there is justification for separat- 
aaa nc child with an I.Q. of 35 from the typical 
ers with an I.Q. of 65 in their school classes, but it is 
i than a question of education versus training, 
differs er that distinction might be. It is likely to be a 
in eve nce of obvious physical stigmata and a wider gulf 
ma oe and intellectual way than that which sepa- 
ence n dren of I.Q.’s of 100 and 130, although the differ- 
4 = of equal magnitude in I.Q. points. If all four of 

nese illustrative cases are of equal chronological age, say 
ten years, one may say that the child with I.Q. 65 is 85% 
more advanced than the one with I.Q. 35, while the child 
of LQ. 180 is only 30% more advanced than the child of 
LQ. 100. 

What kind of programs are provided 
classes of the public schools? Are they well adapted to 
the needs of the children? Depending on the chronological 
ages of the children, the educable group is taught simple 
skills of reading, writing, and arithmetic, and a consider- 
able amount of attention is given to manual arts and physi- 
eal training. The child is not expected to learn to read for 
enjoyment and self-enlightenment, but the academic con- 
centration is on a level of competence which will enable 
him to comprehend newspapers, signs, schedules, maps, 
etc., and to handle money and simple correspondence with 


reasonable judgment and foresight. 
The more seriously handicapped child who goes into 


in the special 
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the training classes may learn to write his name, to tell 
time, to read standard signs and to handle calculations 
in simple arithmetic involving small sums of money. The 
greatest emphasis with such children is on physical and 
social training and self-help. maer 

Besides giving the handicapped child the satisfaction o 
“going to school” like his normal brothers and sisters, = 
special classes often help to make him a more useful an 
happy citizen and they are a great boon to the tired and 
harassed mother who greatly needs the few hours of re- 
lease which each school day gives her. 

A few states, notably New Jersey, have done an ane 
lent if limited job of giving home training to backwar 
children whose communities do not provide special classes 
or who are considered unable to qualify for the existing 
special programs. Periodically, a special teacher visits the 
child’s home and gives the mother lessons in how to in- 
struct her child and give him the training which will be 
helpful both to him and to his family. This kind of work 
has been of great value and it has saved many families, as 


well as taxpayers, the heavy costs of sending their children 
to residential institutions. 


We have dealt at great len 
sources and services which are 


HOW DOES SOCIETY HELP? 183 


Private Facilities 
there are many private facilities, many of them 
i 
a e as good and competent as the public agencies, and 
en their charges are adjusted to the family’s financial 
means, 


Well-baby and Outpatient Clinics 


Mede a with services for the infant, most cities have 
Bria pa g clinics to which mothers are encouraged to 
at B : eir children at regular intervals for routine checkup 
nsultation if the examining pediatrician finds any 
problem to which the mother’s attention should be directed. 
ms some cities these clinics are operated by public health 
epartments, The family doctor or obstetrician can always 
direct a mother to the nearest well-baby clinic. 

Large hospitals and medical centers, particularly those 
attached to medical schools, all operate a variety of out- 
patient clinics to which parents may take their children 
for examination and advice. Appointments can usually be 
made either directly or by the family physician, but it is 
ordinarily better to have the physician make the appoint- 
ment and get the report from the clinic for his guidance 
as well as the parent's. 


Private Practice 

alists who may be consulted with 
ld know that a specialist in a 
likely to be any more help- 


There are also speci 
benefit, but the parent shou 
field selected at random is not 
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ful than the general medical practitioner. Sometimes a 
pediatrician, for example, has little knowledge of eon 
ogy, psychiatry, psychology, and genetics, and a ease 
in any one of these fields may have equally little know 7 z 
of pediatrics or any of the other specialties. n 
when the parent believes something is wrong, but s a a 
he nor the family doctor can put his finger on it, it s 
best to consult either a well-qualified pediatrician or a pY 
chologist who has the diploma in clinical psychology © 
the American Board of Examiners in Professional me 
chology. No doubt the pediatrician and psychologist wi 
tell you that they can help you most if they collaborate. 
This is generally true, for various signs and symptoms are 
understood best if analyzed from both medical and psy- 
chological viewpoints. i 
In spite of the impression that many parents of handi- 
capped children have had bitter ex 
one specialist to another, re 
and see,” it is not fair to 
their inability to help or 


periences in going irom 
peatedly being advised to “wait 
blame the medical profession for 


their ignorance of the pathologies 
which are generally lumped together under the label of 
mental deficiency. Their trainin 


sists of only a few lectures þ 
peat the errors and misi 


gether with a flock 
as hereditary moro: 
very scanty in this 
when some state or 
to re-explore the fiel 
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thing can be done about prevention. If they pay good 
Salaries and attract young scholars with research interests 
to the institutions for the handicapped, there is bound to 
bea rapid change for the better. 

It isa platitude that society will provide those services 
for which there is an effective demand. The century-old 
demand for services in this ficld seems only now to be 
becoming effective, largely due to the spirited and ener- 
&ctic programs of organizations of parents of handicapped 
children, They are learning how to get answers to some 
of their questions. 


10 


The Confusion of Emotional Illness 
with Mental Deficiency 


ONE may walk into any institution for the feebleminded 
in the United States and find children or adults who are 
classified as being mentally defective on an organic a 
hereditary basis while in reality their appearance of menta 
deficiency is a symptom of emotional illness or some sert- 
ous psychological disturbance. They should not be thought 
of as mentally deficient, however, and it is quite likely that 
they are not receiving the most appropriate treatment 7 
institutions for the feebleminded, Although these state- 
ments may seem to be rather startling or extreme, they are 
not meant to be so, but they are true. If one reviews the 
short history of psychological and psychiatric work in the 
two fields of mental deficiency and emotional illness oF 
personality disorders of children, one will realize that it 
is not at all surprising that these disorders are often con- 
fused and, as a result, treated or cared for in the same in- 
stitution, which is also likely to be the only one available. 
186 
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io for the confusion of these two gross groups 
Fessions e is not only the relative youth of the two pro- 
tin sa hich deal with them. It is partly due to our pre- 
end S = with the term “mental” and with the methods 
i of mental” or “intelligence” tests. Both the 
mee nally ill and the constitutionally defective child do 
tet, reins of intelligence, but the low 1.Q.’s that both 
sey it c en earn should not be used as the diagnosis 
ia a than two patients may be diagnosed as having the 
nya om by the fact that they have the same score on 
Gertie: hermometer. The LQ. by itself is never a safe 
follow, or differential diagnosis, yet instances such as the 
al ing are by no means rare. A child’s parents became 
armed by the reaction of their daughter in the first 
ee She did not like to go to school, did not join in play 
er children, and was reported as failing in school 
a They took the little girl to a doctor who was prac- 
8 psychiatry because the family doctor found nothing 
P hy sically wrong with her. The parents gave a case history 
Which emphasized the child’s problems at school and the 
Psychiatrist decided that it might be helpful to call in his 
neighbor’s daughter who was working on her Master's 
degree in psychology at the local college. She was natu- 
rally thrilled to be called upon by the psychiatrist, who 
asked her to give the little girl “an LQ. test.” The student 

was just beginning to learn the Wechsler-Bellevue tech- _ 
nique, and she used it with the child. This is a test which 


gives three scores: a Verbal I.Q. based upon five subtests, a 
ased upon five other subtests, and a 


upon all ten of these tests. The stu- 
d when she found that the scores 


Performance I.Q. b 
Full Scale I.Q. based 


dent was a bit surprise 
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converted into these results: Verbal 1.Q. 85, Performance 
LQ. 55, Full Scale I.Q. 67. She checked and rechecked, but 
the scores were not changed. She reported them to the 
psychiatrist, who said, logically, “Well, I suppose the score 
for the full scale is more reliable, isn’t it, than either one 
of the part scores, so it seems that we had better tell the 
mother that the little girl appears to be mentally -e 
and should not be expected to get along in school unti 
she is a couple of years older. Maybe she’ll make the — 
then. Thank you very much for your help; psychologic 

testing is very interesting, isn’t it?” The graduate student 
agreed that it was and went back to tell her classmates ei 
she had “helped the psychiatrist make a diagnosis © 

mental deficiency at the moron level.” 

The doctor and the student were satisfied in the thought 
that they had done the right thing. Even the parents 
sighed, and said, “It’s better that we know now than that 
we had worried over this for years more.” Actually, the 
little girl had developed a serious personality disorder Ox 
emotional disturbance; there was nothing fundamentally 


This story merely illustr 


ates what often happens, not 
out of thoughtlessness or ¢ 


arelessness but because of igno- 
ing. Few physicians have had the 
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Opportunity for instruction in the principles and methods 
of Psychology, and few of those who specialize in psy- 
chiatry have had training and work with children. Thus, 
the psychiatrist was the first victim in assuming that a 
Student of psychology could help him in a professional 
problem by giving a psychological test. He would not 
dream of making a fateful decision on the basis of a report 

ya beginning student in, say, pharmacology, but he 
assumed first that anyone can give and interpret a psy- 
chological test, and secondly that test scores in themselves 

ave some great significance. If the student had had more 
education, she would have known enough to protect the 
Physician and herself against something which they did in 
good faith but which they would have considered as unpro- 
fessional and unethical if they had understood the prob- 
ems of intelligence testing. A competent psychologist 
would have known at once that no truly feebleminded 
child could have earned a verbal I.Q. of 85. A qualitative 
analysis of the responses would have revealed a type of 
reasoning which indicates normal intellectual potentialities 
although they could not be applied successfully by the 
little girl in the testing situation. The student should have 
known that the great discrepancy of 30 points between the 
verbal and performance I.Q.’s must be due to some prob- 
lem other than mental deficiency. If they had gone more 
Carefully into the child’s case history and behavioral symp- 
toms it might have been possible to discover that the chief 
Problem was one of personality disorder or emotional dis- 
turbance which might well have yielded to treatment then 
much more quickly and perhaps more satisfactorily than it 
did later. Fortunately, medical education is changing rap- 
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idly to include more attention to psychological problems 
and the interrelationships between psychological and 
physical factors in the illnesses they treat. There is also 
much less use of the term “psychiatrist” by physicians who 
have not had adequate psychiatric residency training. Jt 
would be rare indeed, today, to find a qualified psychiatrist 
who made the mistake described in the case of the little girl 
above. 

The differential diagnosis of emotional disturbance and 
mental deficiency is not easy and there are relatively few 
specialists who are experienced in it. Some child psychia- 
trists have training only with the emotionally disturbed, 
and they tend to assume this kind of pathology with each 
child brought to them, at times even neglecting to check 
for neurological or sensory disturbances that might be 
basic to the problem. On the other hand, most physicians 
and psychiatrists tend to see better the quantitative as- 
pects of a child’s intellectual behavior and they give weight 
to I.Q. scores rather than to the qualitative aspects of the 
child’s performance which led to the low intelligence 
scores. For competent differential diagnosis, the parent is 


wise to go to a clinic or an office where there is good col- 
laboration between a child 
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Parent to seek a thorough diagnosis by someone who is 
experienced in both childhood psychoses and mental de- 
ficiency or by a clinic staff which is accustomed to the 
Problem. 

First, let us give a brief definition of the type of dis- 
order which is so often confused with “mental deficiency.” 

et us call it a personality or emotional disorder of child- 
hood. So far as we know, it may begin at any time. We 
think of it as having a gradual rather than sudden, abrupt 
onset. The parents, or others, are seldom aware that things 
i going wrong until some unusual thing happens which 
recalls other peculiar events of the past which all seem to 
rang together as part of a picture. The emotionally dis- 
turbed child as distinguished from the constitutionally 

andicapped child may be characterized by some or several 
of the following conditions. The reader is cautioned that 
the presence of any one or more of these conditions alone 
should not lead him to diagnose an emotional illness in 
any particular child. 


(a) The mother is more likely to have had an unevent- 
ful Sestation, and less likely to have had a difficult labor and 

clivery, 

(b) The child is likely to have shown the development 
of senses and muscular co-ordination at the normal time 
Or earlier, and to have rolled over, sat up alone, walked 
alone, and talked at the normal age or earlier. 

(c) Asa young child of two to six, he is more likely to 

isolated or shy and withdrawing from contacts with 
adults and other children, to have unreasonable fears and 


nightmares, and to have feeding problems. 


192 OUR BACKWARD CHILDREN 


(d) There seems to be a greater difference between his 
comprehension and his ability to act reasonably in a situa- 
tion. He may seem to hear sounds, words, suggestions, and 
requests, but he is more likely to ignore them and to per- 
sist in some unrelated or bizarre behavior. 

(e) Although he may learn to speak at a normal time, 
he may persist in baby talk and clinging, dependent reac- 
tions or he may cease speaking altogether. 

(£) Although parents must not jump to conclusions 
from this or any other of these items taken alone, the na- 
ture of the child’s play may give useful clues. Some play 
is easy to characterize as imaginative and constructive in 
that it uses objects and situations in a goal-directed way 
with a sequence of events which are related. They appear 
to be satisfying to the child and they are generally under- 
standable to the adult; that is, the adult says he knows 
what the child is doing. Some other play can hardly be 
called play at all; it shows no reasonable sequence, no 
constructive planning or sense of meaning or objective. 
It may be random and destructive with no attempt to re- 
late different objects and with no obvious enjoyment. Much 
play seems to be somewhere in between these two extreme 
examples. The nearer it comes to the second example, the 
more it may be said to characterize the behavior of the 
emotionally disturbed child. It is also 
brain-damaged children so it may no 
differentiate between these two 


(g) He may sit and appear to daydream more. As he 
gets older his face may be the stage for fleeting smiles, 


frowns, and looks of perplexity, fear, and apathy so that 
one gets the sense of a dream state. He may also begin 


frequently found in 
t be used, alone, to 
pathologic conditions. 
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to speak as though to companions who aren't there and he 
may begin to hear their voices. Hallucinatory behavior of 
this sort alone is sometimes difficult to distinguish from 
the conversations carried on by the highly imaginative 
child with make-believe playmates. Many children, es- 
pecially those who do not have playmates, have imaginary 
companions with whom they talk. This kind of behavior 
is not serious or of any particular pathologic significance if 
it does not persist after the child has started to attend 
school or if it is not enjoyed for its own sake, apparently 
in preference to playing with other children. 

(h) The emotionally disturbed child may show an un- 
usual alertness to some events or things in his environment 
as though they had special significance for him. He may 
also show that he has information and intellectual abilities 
normal or even superior for his age. Such signs often lead 
to pressure from parents and teachers for accomplishment 
in other areas, to “be like other children,” but such pres- 
sure is likely to be futile. 

(i) The disturbed child, in contrast with the defective 
child, may cling more to one or another parent or adult in 
his environment yet be peculiarly unable to respond nor- 
mally to expressions of affection or to handle his own im- 
pulses. He may indulge in endless “testing out” behavior 
oi asking the person to whom he clings: “Do you love me?”, 
“Are you angry with me?”, “Do you still like me?”—and 
at the same time spit or kick at the adult as though he 
couldn’t help it. It is as though he needs constant reassur- 
ance that he is loved and wanted in spite of everything, 
as though he is fearful of losing that love and must test it 
out constantly to see if it is still there. Although repeated 
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reassurance and affirmations of love are given, they seem 
not to be convincing, so that the parent is often tempted in 
desperation to see what effect it will have if he says, “Why, 
of course not, you little brat, I hate you and never want 
to see you again!” Unfortunately, parents and others some- 
times give in to such temptation and then suffer sudden 
remorse for what they have said. Such situations cannot 
be handled by advice given in a book such as this. For 
all the verbal facility and reassurance and all the logical 
arguments and suggestions in the world may not be effec- 
tive in such problems and the parent needs expert guid- 


ance by a specialist in child psychotherapy in handling 
such situations. 


The emotionally disturbed child’s intellectual perform- 
ance on psychological tests may be quite erratic and poor 
on the whole. If he is old enough to be given the well- 
standardized tests, he may do somewhat like the little girl 
described on page 187, who scored a verbal 1.Q. of 85 and a 
performance 1.Q. of 55. The discrepancy of 80 points is 
significant and serious, It shows a much better comprehen- 
sion and conceptualization than i 
sonable execution or motivation. 
much as 80 points is not alw 


t does the power of rea- 
This discrepancy of as 


scores. If we consider emot 


ective children may show dis- 


crepancies in either direction. Those who are organically 
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impaired, the so-called brain-injured children, usually per- 
form more like the emotionally disturbed children in hav- 
ing higher verbal scores, while the “familial” or hereditary 
defectives generally do better in the performance than in 
the verbal tests. 

It is not unusual to find a child called an endogenous or 
familial moron, for example, who scores as much as 25 
points higher on performance tests than he does on the 
verbal scale. There have been many cases of such children 
in which the following experience is reported. In one year 
a child is given one of the Stanford revisions of the Binet- 
Simon test, on which he scores, say, an 1.Q. of 60. Two 
years later, a different psychologist tests the child with 
the Wechsler-Bellevue scale and gets a full-scale 1.Q. of 
70 and then reports that the child has shown a significant 
increase in intelligence. Or the reverse is the case, and the 
child is reported to have suffered a drop in intelligence. 
The actual truth is likely to be, however, that the child 
has not changed at all in his intellectual growth. The differ- 
ence is due to the difference in the content and require- 
ments of the two tests, not in the child. 

The parent or reader may say now, “That is all well and 
good, but I am anxious to know whether my child is what 
you call constitutionally defective or if he has a personality 
disorder. Both are bad; suppose I do get an expert differ- 
ential diagnosis; then, what do I do about itP” It is per- 
fectly logical and very good to have such questions asked. 
They should be asked, and more insistently than they are 
now. It may make a great deal of difference to the child 
and the parent, depending largely on just what the parent 
does about itl 
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In most cases, the child with a personality disorder, 
above, may be helped through psychotherapy to become a 
normal, happy child and adult who will be able to use the 
intellectual potential with which he is endowed by his 
heredity and home environment. The truly mentally de- 
fective child, on the other hand, may, through limited edu- 
cation and training, become a useful and happy citizen, but 
his handicap is subject only to moderate compensation 
rather than cure. Of course if his handicap is severe, he 
may need lifelong physical and social supervision. It is 
therefore not good to treat these two types of children 
similarly or with the same methods and objectives. 

There are many children, unfortunately, with mental 
deficiency or intellectual handicap who are burdened also 
with serious emotional disturbances, The constitutional de- 
ficiency results in such a social and psychological handicap 
that the child responds to his anxieties and frustrations 
with behavioral disturbances, with delinquencies, and with 
emotional and personality disorders, These children are 
doubly handicapped, and they are very difficult to treat. 
Care and treatment at home or in a residential school must 
be carefully planned to prevent such additional emotional 
disturbances. If they do appear, it is more likely than not 
that the child will have to 0 to a school for retarded chil- 
dren which can provide a therapeutic environment and in- 


dividual psychotherapy, or to a center or school primar ily 
for emotionally disturbed children, 


Either course means a difficult 


th the staff, program, and 
ional needed treatment for 
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the emotionally disturbed child. If they are, they are bound 
to be very expensive, for such problems require the con- 
stant attention and supervision of professional specialists. 
And it must be recognized that even successful psycho- 
therapy with the permanently defective child may enable 
him only to adjust more happily to his environment and to 
engage in interesting occupation and recreation; it will 
not be able to return the child to intellectual and social 
normality. 

For the child who suffers only the personality disorder, 
the outlook is much brighter. More and more professional 
workers are becoming interested in working with him, and 
there are already several good residential treatment centers 
in the United States. There are also many good mental 
hygiene clinics where both the child and his parents may 
get professional help. Depending upon the nature of the 
disorder and its duration, the psychological environment 
of his home and the competence of the treatment center 
staff, the child will reap substantial benefit in a relatively 
short period of time as compared with the time span over 
which the disorder has been developing. Such treatment 
centers are also, by the nature of their services, quite ex- 
pensive and beyond the means of the average parent. 

Many, many more treatment centers, both residential 
and outpatient, are needed in the United States. When 
one is faced with the estimate that one child out of every 
twenty will at some time in his life be a patient in a hos- 
pital for mental illness, one wonders how we can have been 
so thoughtless as to neglect the emotional disorders of 
childhood. If there is ever a time to nip these problems in 
the bud, it is during childhood, in the early years of per- 
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sonality formation. We do not yet have dependable data 
on this question, but it is a reasonable assumption that a 
year’s treatment of the emotionally disturbed child may 
prevent several years of hospitalization at a more critical 
time of life when the patient may have financial responsi- 
bility for others, 

Private endowed treatment centers for emotionally dis- 
turbed children are greatly needed in all sections of the 
country. But they can merely point the way by their ex- 
perience and methods and their research. Treating the dis- 
turbances of childhood and preventing long-term mental 
illness in adults should be a major public responsibility 
just as education is. By acting together through our state 
and federal governments, we could do things for ourselves 
which we can not do so adequately in small private pro- 
grams. The problems of emotionally disturbed children 
might logically be viewed in the same way as the problem 
of dependent and neglected children, or the problems of 
dependency in old age or of chronic illness, There is no 
reason why publicly supported treatment and research 
centers could not meet standards of service and profes- 
sional work as high as those of the private agency. In most 
instances, at the present time, the public agencies do not 
equal the better private institutions, but this is due to our 
apathy and willingness to turn things over to the govern- 
ment as though that relieved us of all responsibility. Aside 
from all the human tragedy and suffering involved, this is 
an economic problem subject to cold calculation, Let us 
take the case of Jim, who has been acting very peculiarly 
lately and playing with matches. His father has deserted 
his family and his mother works long hours and leaves her 
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younger children in the care of the eldest daughter. The 
school teacher sent Jim to the mental hygiene clinic which 
said Jim was beginning to develop a serious personality 
disorder which might be prevented by treatment in a resi- 
dential center for a year and by social service help in his 
home. Let us see what it would cost to follow such a recom- 
mendation. Possibly the home situation could be helped 
materially by periodic visits of a social worker, a house- 
keeper, and a young recreation leader for a year. Their 
work might cost $1500. If Jim went to a good treatment 
center, the cost would be in the neighborhood of $5500. 
Let us add another $500 for a year of follow-up supervision 
in the home. This totals $7500 for Jim’s case. 

Now, suppose nothing were done. The chances are that 
Jim would become truant from school, would become in- 
volved in minor and maybe even major delinquencies such 
as setting fires or molesting little girls. He would acquire 
a work record of shifting about from one unskilled job to 
another, saving no money and not even providing for his 
own reasonable needs. Finally, he might be picked up for 
vagrancy, petty theft, sexual offenses, or drug peddling, 
and be sent to the state mental hospital as a simple schizo- 
phrenic. There he would stay, with a few short visits out- 
side, for the rest of his life, for his case would probably be 
judged less promising for psychotherapy than many others. 
Up to the time of hospitalization, Jim would have cost 
about $5000 in social agency and court costs, and fifty years 
of hospitalization would cost at least $75,000, although 
we may assume that Jim will have done a certain amount 
of useful work around the hospital which is worth about 
$25,000. So Jim costs society at least $55,000, or $47,500 
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more under the second method, to say nothing of what 
he might have produced as an active worker and consumer 
if he had led a normal life following one year in the resi- 
dential treatment center, Of course, no one can promise 
that that one year would have set Jim on the right path 
toward constructive manhood for the rest of his life. But 
there is strong evidence that it would have been a worth- 
while economic investment for society to make in its own 
interest as well as Jim’s. This argument has omitted the 
question of Jim’s happiness, which, of course, is also im- 
portant. 

Psychotherapy for emotionally disturbed children is not 
occult or mysterious, but it is a most difficult art. It is an 
art of manipulating the environment in fine co-ordination 
with sensitive watching and listening with eyes, ears, heart, 
and imagination. There is no instrument so finely and 
complexly made as a human being, so the following anal- 
ogy does not really represent the child. But let us assume 
that we have a very fine old piano that is badly out of 
tune; it just doesn’t give music, although the sounding 
board, the strings, and the hammers and felts are all there 
and in working order. It becomes a matter of many com- 
plicated adjustments or manipulations, a tightening here, 
a loosening there, a humidity change now, a temperature 
change then, a firm pressure now and a soft delicate touch 
then, and all the time the most sensitive and experienced 
of ears are listening, waiting, listening to note the effects 
of all these intricate changes so as to know which are the 
right ones and when he should make no more but watch 
to see if the instrument itself may have some self-corrective 
powers. This is what happens in psychotherapy with 
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children. It takes much more than scientific training and 
knowledge, much more than enthusiasm or patience. It 
takes an ability to enter imaginatively into the child’s 
world to see, feel, enjoy, and fear as he does, and to sense 
the meanings of the child’s many reactions. As Bettelheim 
rightly says, in the title of his book, “Love is not enough.” 
The therapist must love, but he must also know what he 
is doing and why he is doing it. 

Is it any wonder that one of the hardest questions for the 
therapist to hear from the parent is: “O. K., doctor, I'll 
buy it; now, how long will it take and how much will it 
cost?” At this point, our analogy with the piano breaks 
down. The piano tuner can say with fair certainty that in 
so many hours he will have the instrument in good adjust- 
ment again. The therapist can only say, “I don’t know, you 
can only trust us to do our best. We will give you reports 
of our work, and after a time we may suggest that you 
help us by coming in for several discussions of the child’s 
problems with us.” 

The foregoing paragraph gives us a hint of an important 
aspect of psychotherapy with children. It is the involve- 
ment of the parents in the process of treatment. This is 
important and usually essential because the problem of 
the child arises in the social and emotional climate of 
the home; it does not usually spring automatically from 
within the child. In the true sense, we deal with children 
who have suffered the ill effects of problems within the 
home rather than with the problems of children. This fact 
makes the therapist’s work more difficult than it might 


otherwise be. 


One might say, “Well, then, why don’t these therapists 
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deal directly with the parents, with the home situation?” 
That is exactly what many would like to do, but treating 
disorders of this sort is not like repairing a watch. One 
has to deal with problems first in the terms in which one 
is approached. Let us suppose that the mother brings her 
child to the therapist and the therapist says, “There's 
nothing wrong with Johnny, he’s just suffering from the 
effects of what you and his father have done to him. If 
you and your husband will come to me regularly for a few 
months or a year, it may help the situation and Johnny.” 
How many mothers and fathers would accept this advice? 
Probably very few and not those who needed it most. 
Therefore, the therapist begins with the child, through 
whom he learns a great deal about the kinds of problems 
which are giving him difficulty. The child does not report 
these things in words, since he is usually unaware of them, 
but he reveals them in his actions, play, and test per- 
formances. Furthermore, the therapist is not interested in 
all the problems of the home and family; the parent is 
concerned about this child and the therapist will attempt 
then to deal as effectively and directly but tactfully as 
he can with whatever elements in the situation seem to 
have resulted in Johnny’s disturbance. In any such situa- 
tion, Johnny himself needs a little help to strengthen him 
in such ways as may enable him to cope with his prob- 
lems. In some cases, nothing can be done to change the 
home situation or the attitudes and behaviors of the par- 
ents. It is unfortunate and almost unbelievable, but still 
true, that there are parents who as much as say, “Doctor, 
this kid has been giving us a terrible time. You fix him up 
and send me the bill! What? No, none of that monkey busi- 
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ness with us, we're too busy; it’s this kid needs the psy- 
chotherapy, not us. You just do the job I'm paying you for!” 
What should the therapist do in these situations? Of course, 
he is sorely tempted to say, “I’m sorry, my friend, but I’m 
just too busy to talk with you today. You know what you 
can do with your money. Or perhaps you'd like to buy a 
permanent room in a mental hospital; your poor child may 
soon need it!” No, the therapist will overlook this rude- 
ness; he may have become used to it, and will think first 
of the child. He may say, “Very well, well see what we 
can do.” If the parents are utterly hopeless, his only re- 
course is to work with the child over a long period of time 
and build up his psychological and personality strength, 
his character, in such ways as to be able to cope with the 
noxious psychological elements in the home situation. 
Here is an example which illustrates the point that a 
child may be helped even though his environment can not 
be treated directly: Ned was a little boy in a school for 
retarded children. His cottage parent had become exas- 
perated and said she just couldn't keep that brat in her 
cottage any longer if he didn’t stop wetting the bed. The 
supervisor discussed the problem with the psychologist 
who had worked with Ned during the diagnostic period 
after admission and who was well acquainted with his 
cottage mother. It was agreed that the supervisor would 
ask the housemother to bear with Ned for just one more 
month as he seemed to be about ready for a change. The 
psychologist began a series of play-therapy sessions with 
Ned in which it became clear that his bed-wetting was 
not consciously done on purpose, but it did have the psy- 
chological value of retaliation against the cottage mother 
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for her attitude and behavior toward him. Ned did want 
to grow up, but how was he to handle this woman who 
seemed to think he was a dummy, who wouldn’t let him 
do things for himself, who yelled at him and said, “Aren't 
you ashamed of yourself! You're just a baby! We want big 
boys here, not babies who wet their bed.” 

The only thing for the psychologist to do was to help 
Ned through play therapy to develop new ways of han- 
dling situations which were simulated in the objects and 
make-believe settings in the playroom. The psychologist 
helped Ned to develop what she called a stronger ego, 
that is, increased self-confidence, assurance, pride, and 
strength of character. This helped him not to be frightened 
and, at the same time, to realize that he was now a big boy 
who could do a lot of things. The bed-wetting stopped 
within a month. 

Could the psychologist take credit for it? No, because 
Ned would probably gain if the housemother were allowed 
to think she had “taught him to stop wetting the bed.” 
Ned might then get a little of the affection he needed. For 
people in the institution to think that the psychologist 
had helped Ned might have been a reflection on the house- 
mother that would only react to Ned’s detriment rather 


than to anyone’s good. Good therapists do not need to say, 
“See, this is what I have done.’ 


’ They get their rewards 
from their knowledge of the r 


esults of their successful 
work, and from what they learn by their mistakes. They 
get greater rewards than can be expressed in the sense of 
“that child wanted and needed me and now a part of me 


goes on living in him.” They get, also, the appreciation and 
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respect of the many understanding parents who have been 
helped in the process. 

In most cases of psychotherapy with children, whether 
done on an outpatient basis at a clinic or in a residential 
treatment center, it is possible in the process to gain the 
understanding and co-operation of the parents. No blame 
or guilt is to be assigned, although each parent may feel 
both that he himself is responsible and that his spouse 
is partly to blame. Of course, if a parent knowingly carried 
out a course of behavior which obviously would hurt the 
child, there is no point in overlooking it, and steps should 
be taken to prevent its recurrence. However, this happens 
once in a thousand times; almost invariably parents love 
and wish to protect their children. Thus, there is no benefit 
in blaming either parent, but there is much good to be had 
from helping the parent understand and overcome his 
feelings of guilt for the situation and then to participate 
earnestly in the therapeutic plans which are developed 
by the therapist. 

In cases of outpatient therapy, the parents are led to 
make certain changes in the expression of their attitudes 
toward the child at home, in their family habits of rising 
and retiring, dressing, eating, recreation, and working, 
of rewards and punishments, of group and solitary activi- 
ties, of expressions of affection and irritation between the 
parents, and of their relationships with other children in 
the family, if there are any. When the child is treated in 
a residential school, the parents are helped to think over 
their own attitudes, problems, and behaviors which may 
help or hinder the child, and to reorient both their living 
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habits and attitudes, if necessary, in the interest of helping 
the child make a good adjustment and continue his im- 
provement when he returns home. 

It may bea particularly effective procedure if it is feasi- 
ble for the therapist to be a guest in the child’s home for a 
period. So far as the disturbed child is concerned, this 
guest is just another friend of the family who is staying 
for a while, but a particularly interesting and desirable 
guest because “he pays so much attention to me and plays 
with me more than any other guest ever did.” Of course, 
the family members would be “on their good behavior, 
at first, in such an unusual situation. A skillful therapist, 
however, could quickly put them at ease so that they 
would act normally and thus give the therapist those cues 
which would enable him later to discuss with the parents 
those aspects of the situation which might be changed for 
the benefit of the child and consequently of the whole 
family. Many difficulties and problems would arise in these 
circumstances which might be embarrassing and irritating 
for the parents, and they would be a severe test of the 
patience, character, and skill of the therapist. It might be 
a much less convenient method for the parents and thera- 
pist, for whom office calls and residential treatment can 
be handled without such restrictions of one’s personal life, 
but it is a more direct method and possibly effective in a 
shorter time, and at less expense. The best procedure in 
many instances might be a combination of home and other 
forms of practice. 

Nothing has been said thus far about the personality and 
training of the psychotherapist. There is no point here in 
a thorough discussion of this subject, but a few remarks 
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might be of interest to both parents and those specialists 
whom the parents consult. As was said above, psycho- 
therapy is an art. It is an art, however, which draws heavily 
on the best principles of medical practice and the sci- 
ence of psychology. The therapist must be well enough 
grounded as a scientist to know when and if physical types 
of therapy requiring the supervision of a physician may 
be needed before or in addition to psychotherapy. This 
is why the responsible psychotherapist has a careful check 
made to be sure of all the needs of the child and to be sure 
that time and money for psychotherapy are not spent when 
some simpler, more direct form of medical treatment might 
solve the problem. He will collaborate fully with such other 
specialists as may be contributing to the treatment of the 
child. 

Although psychotherapy is defined here as an art based 
on the science and methods of psychology, only a small 
proportion of American psychotherapists are psychologists 
by training and profession. The majority are graduates of 
medical schools, licensed as physicians. This is due to two 
historic facts. First, ever since the eclipse of the religious 
“medicine man” and the faith healer, it has been customary 
to go to the physician for the treatment of all human ills. 
The family doctor who practiced bedside or clinical medi- 
cine demonstrated a competence which was based upon 
a limited knowledge of medicine as science, but which 
required a considerable knowledge of the patient as an 
individual in a psychological and social setting. Thus, 


the family doctor became the recourse of all who suffered 
With the development of 


physical or mental stresses. 
the general practitioner or 


specialization in this century, 
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family doctor gave way to the specialist. It has been a 
familiar complaint that specialists “know more and more 
about less and less”; and that one of the things they know 
little about is the patient as a social whole—as a working, 
worrying, living, loving, happy, or hating psychological 
being. Yet most of us have continucd to go to the physician 
with all our troubles. Two groups of specialists began to 
see the patient’s overall needs—those in public health or 
preventive medicine and those in psychiatry, the former 
concerned chiefly with the environment and the latter with 
the patient as a psychological entity or personality. These 
groups work within the framework of medicine and are 
constituted largely by medically trained doctors. 

Also, psychology has only within the past quarter cen- 
tury become a profession as well as a science. An increas- 
ing number of psychologists are engaging in the practice 
of psychotherapy either in clinics as members of teams 
composed of social workers and psychiatrists and psy- 
chologists, in group practice with physicians, in institu- 
tions, or in independent private practice. 

The field of psychotherapy is so new in America that it 
is somewhat difficult for the average parent to know how 
to select a therapist for consultation. It is best if he follows 
the advice of those who have given the diagnosis. In the 


cases of emotionally disturbed or mentally handicapped 
children, the diagnostician might have bee 


or a psychologist. One indication of their 
a diploma of the American Board of Exa 
chiatry or the American Board of Examiners 
Psychology. 


Many psychiatric social workers are now engaging in 


n a psychiatrist 
competence 1S 
miners in Psy- 
in Professional 
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psychotherapy under the supervision of a psychiatrist. Psy- 
chological knowledge is the first requisite of the good 
therapist, but also important are sensitivity and the other 
attributes of the therapeutic artist, as discussed above. 


11 


Research—the Paramount Need 


IT seems to be a custom to conclude discussions of any 
social problem with a statement of the most outstanding 
needs and a plea for some kind of action. In the problem 
of the backward or handicapped child, it is especially aE 
propriate because so little is done now that any additional 
activity would be significant. It is not to be expected, of 
course, that a little research and a little informed and 
spirited social action will wipe out mental deficiency for 
all time; it is likely that for a long time to come we shall 
be concerned with differences in intellectual abilities. The 
lowest one per cent or so of the population will surely con- 
tinue to be rather conspicuous and be thought of as defi- 
cient. However, changes in attitudes and in the social and 
industrial order of things may be such as to minimize our 
concern with intellectual inferiorities as such. 

While it is true that a strong development of research 
projects is of first importance, this is not enough. Research 
must be conducted in such a way as to bring the time closer 


and closer when intelligent and effective action may be 
210 
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taken. If action is not wisely planned beforehand, on the 
basis of fact rather than of opinion, it is possible that the 
results may be insignificant and thus further attempts at 
ameliorative action will be discouraged; that is, some re- 
search findings may be used by social-actionists who don’t 
look beneath the obvious but superficial implications of the 
research. Research has to be carefully planned in terms 
of specific problems, and it is usually not safe to accept 
any isolated finding and assume that an answer to some 
complex problem has been found. 

In addition to the kind of research which tests various 
theories or hypotheses, there is research on the application 
of research findings to specific situations. The sterilization 
program, for example, is one which grew out of serious, 
well-intentioned, worthy efforts to prevent the increase of 
degenerate, heredity-handicapped elements of the popula- 
tion. This program was based in part upon certain specific 
research findings in the field of genetics, but no one seems 
to have tested the question of whether or not the specific 
findings were relevant or appropriate to the broad inter- 
pretations and applications made of them. The program 
grew out of a belief that heredity is responsible for a large 
amount of crime, poverty, mental deficiency, illness, and 
social and moral depravity. This belief, or opinion, was 
not justified by the facts and scientific evidence at hand 
and was not advocated by geneticists, but this did not stop 
well-meaning but too-eager people from jumping into 
ill-considered action. If this belief concerning heredity 
would seem to be perfectly logical to 
£ all those we thought capable 
ary determiners to their off- 


were accepted, it 
expect that sterilization 0. 
of transmitting these heredit: 
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spring would result in a striking decrease of these problems 
over a span of twenty or thirty years. So many people be- 
came convinced of this that legislatures in many states 
enacted laws permitting sterilization of certain kinds and 
conditions of persons. The particular people who have 
been sterilized—thousands of them, mostly women—have 
not had defective children or children who have become 
economic and social burdens upon the state; they have had 
no children, and we have no knowledge of how many 
defective and how many healthy children they might have 
had. What has been serious about the sterilization pro- 
gram, from the point of view of social ethics as well as 
science, is the lack of knowledge which would enable a 
jury to decide on individual cases without falling prey 
to prejudice. It has been largely a negative program, in 
my opinion, and it is so subject to abuse that it could 
become a basis for all sorts of Hitlerian projects of dis- 
crimination. We need a more positive approach, one which 
is based upon knowledge rather than easily perverted 
idealism, and one which will not deprive individuals un- 
necessarily of what may be of great value to society as well 
as to the individual concerned, 

There are certain directions in which research programs 
might well be pointed, although no one can say that re- 
search in any one area is bound to be more productive 
than research in some other area. Often, a seemingly small, 
esoteric, and insignificant project may be the one which 
yields results that lead to great changes in our knowledge. 
The important thing to be remembered about research is 
not its cost, the number of people engaged in it, nor 
the greatness and significance of its purpose but simply 
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whether or not it is designed and conducted in such a way 
as to get real answers to the limited problems with which 
it is concerned. In other words, there is “good” research 
and “poor” research and, as in so many other things, the 
motto caveat emptor is applicable. The fact that a project 
is called “research,” or that it is to be carried out by a 
person with a doctoral degree, is no safe indication that 
the work is worth doing. The specific directions or areas 
in which research should be done are best defined by the 
knowledge and interests of the people who will initiate 
and direct the research; that is, the most effective way to 
get good results from research is to employ able, experi- 
enced research workers for a period of time and turn 
them loose, as it were, to work as they see fit. A good 
Scientist is self-motivated by interest and curiosity about 
the gaps in his knowledge, and he works best under con- 
ditions of freedom in which his greatest satisfactions come 
from the results of his research. It is usually not so produc- 
tive to employ research workers to carry out a predesigned 
Project, because they do not become so personally involved 
in it as they do in projects of their own planning. Of course, 
there are many areas of research in which the objectives 
are charted and methods are designed by experienced 
scientists while the actual work can be done by skilled 
and highly intelligent technicians. In the areas of human 
behavior and pathology, however, it is not easy to lay 


down the plans in advance. 
If we are to proceed best with our research problems, 


then, by employing men whom we turn loose to work as 
they will on projects of their own design, can we say any- 
thing useful here about the kinds of men to be sought? Yes, 
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it is likely that men trained in certain areas will turn up 
with more productive research ideas and results than men 
from other areas. The kind of work done by the following 
scientists should be most useful in leading to the prevention 
of some of those pathologies included under “mental defi- 
ciency”: 


Neurophysiologists Bacteriologists 
Electrophysiologists Geneticists 
Neuropathologists Statisticians 

Biochemists Physiological psychologists 
Pediatricians Clinical psychologists 


For research leading to better treatment and training 
programs, it is likely that the following sorts of researchers 
should be employed: 


Educational psychologists Social psychologists 
Clinical psychologists Psychiatrists 


Statisticians 


Where should such researchers work? The latter group 
obviously should work in schools and institutions for handi- 
capped children. They cannot work in isolation from their 
subjects. One of the reasons why so little has been done 
in this area over the past hundred years is that the institu- 
tions and agencies where those children could be found 
have not been able to attract able researchers. University 
laboratories have facilities and social conditions which are 
generally much more conducive to research progress than 
are the institutional settings. Over many years, the uni- 
versities have learned that freedom to work toward desired 
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goals gets better results than working under compulsions 
and pressures, that good researchers do not work by the 
clock, nor does their thinking stop when they are playing. 
If it were possible to rate different kinds of work in ac- 
cordance with the worker's devotion to it, self-initiated 
research would undoubtedly head the list. Institutions for 
handicapped children have seldom appreciated either their 
unique potentialities for good research or the ways in 
which they might get research done in them. Most of them, 
of course, praise research and want certain staff members 
to do a little of something called “elbow research,” but in 
general the demands and effective pressures are for other 
kinds of institutional services. One of the chief reasons 
why so little good research comes from institutions for 
retarded children is the fact that their administrative 
heads have not had research experience and do not under- 
stand the nature of the researcher’s work and needs. The 
researcher in turn is hampered unless he can feel that he 
is working under someone who has some understanding 
and appreciation of his work. It is essential, also, that the 
researcher feel that his administrative head is more con- 
cerned with the progress of his research than with using 
it as a “front” or façade with which to attract financial sup- 
port and prestige. 

Even if administrators of institutions were to appre- 
ciate the great potentialities for research within their 
grounds, they might have difficulty in getting sufficient 
financial support for it. In any period of time there are 
popular and unpopular areas of research. Some fields are 
burdened by a pervasive pessimism about the possibili- 
ties of useful findings. Research requires investment with 
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an intangible sort of security. It is quite understandable 
that those who have money to give to “charity” will weigh 
the results to be derived through the various channels 
to which they may give their money. The very nature of 
research, of course, is to add to our knowledge by reveal- 
ing facts which are as yet unknown. It is not always pos- 
sible, therefore, to guarantee that any particular piece of 
research will reveal something new, or that the new knowl- 
edge so gained will turn out to be the particular key which 
is most needed. From another point of view, one might 
say that research is the best investment one could make, 
with the surest returns. The difficulty is in recognizing the 
value of the returns and in the time lag before their value 
may be utilized. In general, one may say that research 
investments are symbols of faith and confidence in the 
value of science and knowledge to human society. 

If an institution is operated by a state or government 
agency, it is very difficult for it to obtain financial support 
for research through appropriations out of tax monies. 
Many legislators fear that their constituents will not 
approve the expenditure of their money for anything 
except the real, tangible needs of the present. They place 
much more value on reducing public expenditure than 
they do on efficient ways of getting the taxpayer the 
most for his dollars over a period of time. Many legis- 
lators feel, also, that those who have benefited most from 
society should supply the money for research which may 
help society; they think that research should be an adven- 
ture with private Support rather than charged to all the 
taxpayers. 


Private institutions are Supported by endowments, 
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gifts, and fees from clients. Very few have been so for- 
tunate as to have substantial endowments or gifts for 
research. Those operated for private profit are not likely 
to be interested in research, and nonprofit private insti- 
tutions seldom hold and support the kind of personnel 
who could make best use of their facilities. It is hardly 
reasonable for the private institution to charge the par- 
ent for research in addition to the program of care and 
training of the child. 

Up to the present time, most research in the field of 
mental deficiency has been done by psychologists and 
educationists. No doubt this is true because of the 
emphasis upon intelligence, measurement of individ- 
ual differences, and aptitudes for special education and 
training, The greatest research interests, then, have been 
in the direction of describing, classifying, and training 
handicapped children rather than toward etiology or 
causation, Naturally, the psychologists and education- 
ists would have to say that etiology is not their province, 
but it is surprising that more of them did not attempt to 
bring in as colleagues those scientists who were trained 
in those areas which might yield information on etiology. 
It is surprising, for example, that such a disorder as 
mongolism, which claims at least one child out of every 
five hundred born in the United States, should not have 


been the subject of more research by biological scientists. 
It is not necessary that all the researchers listed on 


page 214 should work within an institution or school 
for defective children. Many could usefully do so, and all 
should have some first-hand acquaintance with the handi- 
capped children to be seen in such institutions. But many 
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of the experiments and investigations which should yield 
desirable information may be carried out in a hospital 
or university laboratory, and many of the experiments 
would involve lower animals rather than human beings. 

It is to be hoped that more and more institution 
administrators and university officials will see the great 
values which might be realized were they to combine or 
integrate their resources in such ways as to enable well- 
trained young research workers to have a solid footing 
in each of the two types of institutions. Many universities 
have operated demonstration schools for teacher train- 
ing, kindergartens and other such special programs; 
they might just as readily operate residential treatment 
and training centers for children with various kinds of 
handicaps. The present social and intellectual isolation 
of most institutions for our backward children is a 
deplorable waste of opportunity. 

Some readers may be surprised to see social psychol- 
ogists included among necessary researchers. This is a 
guess that may or may not turn out to be fruitful. It 15 
based on the possibility that a large proportion of the 
children sent to state and private institutions as mentally 
defective, with causes supposedly hereditary or unknown, 
are really not different from normal children in their 
intellectual potentialities or in their physical and con- 
stitutional make up. They may be psychogenically handi- 
capped, and the low 1.Q.’s earned on intelligence tests 
may be merely symptomatic of their psychological state 
of intellectual defeat rather than of a permanent defect 
in ability to handle intellectual problems as the majority 
of children do. Previous research has demonstrated that 
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foster homes of an average intellectual level succeed in 
raising the low I.Q.’s of children above what it was pre- 
dicted they would have been on the basis of their hered- 
ty or parentage, but such children did not reach the 
intellectual levels of their foster homes. Such results 
should be quite encouraging to those who would like 
to take very young children who could be expected to 
go eventually to state institutions for mental defectives, 
and place them in foster homes in which every effort 
would be made to stimulate intellectual curiosity and 
achievement. It would be predicted by some that many 
of these children would become normal, self-supporting 
citizens. Such results would show the great social waste 
now involved in sending many of these children to 
institutions for the “feebleminded,” where they usually 
behave according to their labels and expectations. Re- 
search in such an area as the above could benefit from 
the use of social psychologists. 

How is such research to be initiated? Whose respon- 
sibility is it to advocate and get research programs started? 
Because the problem of mental deficiency involves such 
immense costs to government or public agencies, to say 
nothing of the psychological and monetary burdens upon 
parents, it might seem that the government should sub- 
sidize research workers who might be engaged to devote 
themselves to finding the causes of these handicapping 
conditions. The government, however, seldom takes the 
initiative in projects of this sort, although it may be 
pressed to do so if there is sufficient public demand for 
it, The most feasible method for the government to use 
is to subsidize research workers who apply for grants to 
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finance their work. The Institute of Mental Health of the 
United States Public Health Service is the government 
agency which disburses research funds to scientists who 
might work on problems pertinent to mental deficiency. 
It is unfortunately representative of the state of research 
in this field that in early 1954 there was only one project 
partially supported by the United States Public Health 
Service in an institution for mentally defective children. 
This happened to be a project under the direction of the 
writer. 

There is a sad lack of interest in mental deficiency 
among qualified research persons, and there is little or nO 
discussion of the problem in medical schools, graduate 
departments of psychology, or other related sciences. 
Thus, students are not stimulated to look into the field 
and to compete for the positions available in it from time 
to time. Some change could be made in this situation if 
the state and the large private training schools would 
set up positions on their staffs for research scientists. 
When one considers that an increase of only fifty dollars 
per year in the budget for each of 500 children would fur- 
nish a research fund of $25,000 a year, one feels that it 
should be easy for institutions of such a size to contribute 
very substantially to knowledge in this field. Many of 
our state institutions, of course, have 2000 or more chil- 
dren, and a similar increase in the budget per child would 
yield a very substantial research fund. 

Those who urge these institutions to add money to 
their budgets for research must realize, however, that an 
increase of $50 per year in per capita cost is almost 4 
dollar per week. The pressures upon institution heads to 
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keep their costs down is usually such that an increase 
of even a few cents a week is something to shrink from. 

Much good is to be hoped from the private organizations 
devoted to the interests of handicapped children. Per- 
haps rather more is to be expected from groups of parents 
than from organizations of professional workers them- 
selves, because of the personal involvement of the former. 
The National Association for Retarded Children and the 
League for Emotionally Disturbed Children are pri- 
marily organizations of parents of mentally defective and 
emotionally ill children, though other interested persons 
may belong, These organizations are very energetic in 
their efforts to get both better facilities in their com- 
munities for such children and support for research which 
may eventually result in sparing thousands of families the 
burdens and sadness with which the present parents are 
faced. They function as intelligently managed and unself- 
ishly oriented pressure groups, and they also do a great 
many things to take care of day-to-day problems of many 
handicapped children and to enlighten the lives of many 
parents, who are greatly relieved by sharing their experi- 
ences with others. 

If this book were to advocate one particular course 
of action which might be most productive at this time, 
it would be that some organization engage an experienced 
person to spend a year or more in careful study of all 
pertinent literature and visit all institutions in which any 
amount of research is going on. This person should then 
draw up a report with detailed recommendations, speci- 
fying problems which need further research and the 
kinds of contributions to the solution of these problems 
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which might be made by different kinds of scientists. 
Then there should be a conference in which leading 
researchers from these different fields would get together 
to discuss the individual's report in detail. Their deliber- 
ations should be published. If they made concrete sug- 
gestions for worthwhile research, then any agency would 
be wise in seeking financial support for research projects 
of the type recommended, for which the agency seeme 
to be ideally fitted. , 

Research in this field needs status of the sort which 
might come from the suggestions above. At the present 
time, it is probable that if a list of twenty research fields 
were given to a representative number of college science 
graduates with the request to rank the fields in the order 
of their importance, the lowest or next to lowest fiel 
would be “mental deficiency.” A great change could be 
produced in this situation with the development of a 
few well supported research programs. 

What predictions might be made for the future? At the 
present time, the future appears to be very bright. This 
is due chiefly to the action of parents who have mobilized 
themselves to secure improved services for their children 
and research to prevent these problems in the future- 
Much depends, however, upon the prevailing attitudes 
and preoccupations of society. A society which becomes 
more and more unsure of itself and fearful of the threat 
of external aggression may become more and more au- 
thoritarian and less and less interested in the individ- 
ual, particularly if the latter is handicapped and cannot 
compete on fairly even terms. On the other hand, if our 
society learns to live Philosophically with its sense of 
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insecurity and is able to place more emphasis upon human 
values and needs, then this field would seem to be one 
of the most important in terms of the knowledge gained 
and the benefits to society from it. 
Certainly we may expect that our institutions of the 
future will be watched more closely to help them main- 
tain ethical as well as rational goals of training so that they 
do not retain as “feebleminded” young men and women 
who are competent to learn how to adjust in the community 
and to become average producers and consumers. These 
institutions will gradually become more and more spe- 
cialized, so that emotionally disturbed children will tend 
less and less to be diagnosed as mentally defective and 


sent to institutions for the permanently handicapped. 
ns, public and private, 


Tl Sanin ete 
here may be many more institutio. 
e, others in maximum 


with some specializing in lifelong car 
training as fast as it may be given, including counseling 
and help with community adjustment. It is likely that 
with specialization it will become easier for parents to 
know or find out if a particular institution is the best one 
to meet the special needs of his child. 
; Along with the improvement in ins 
increase in their number should come a great incr 
in the pressure for admission of handicapped children 
even though, in many cases, the child could be reared 
better in his own home. This means that institutions must 
have outpatient social-service departments to explain 
the institution to parents and to counsel parents as to 
how to give the child what he most needs at home. 

One of the things to be most hoped for, which is likely 
to result from research in this field, is an emphasis on 


titutions and the 
ease 
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specific disorders or pathologies, and for getting at their 
causes and prevention, in place of our present attention 
to such vague and ill-defined concepts as “mental defi- 
ciency” or “mental retardation.” While our present 
knowledge is still faulty, it is much better to think of some 
children as cerebral palsied and others as mongoloid, for 
example, rather than to name them by their common 
symptom of mental deficiency. With this change, there 
should come a great reduction of the mystery which always 
seems to cling to things which aren’t known for what they 
really are, and thus some of the shame and stigma now 
associated with the condition of so-called mental defi- 
ciency. More than this, calling such conditions by what 
they really are should lead us to develop more effective 
means of treatment than we now have. 


12 


Our Child Is One of Us 


IN this final chapter I want to speak of something which 
seems to me to be very important, but is not easy for me 
to state clearly. Perhaps the reader will say, and justly, 
that if I don’t know what I am going to say, I had better 
not try to say it. Such a reader is urged, if he is so inclined, 
to close the book at this point, where I hope he may feel 
that the discussion has been worthwhile because it was 
directed at somewhat more tangible ends. 

; What I wish to do here is to think of myself as sitting 
in on a group meeting with parents of all “mentally 
defective” children. I also wish to bring the specialists 
—the family doctor, the pediatrician, the psychiatrist, 
the psychologist, the teacher, and all those whom the 
parents have consulted or may consult—into this group 
discussion. They, too, are interested in working through 
their specialties for a healthier, happier society. And I 
want the reader to imagine himself as a parent or par- 
ticipant in this group. Is it possible, you ask, to imagine 
ourselves as conducting a group discussion of all our 
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problems in a few pages of print, without benefit of any 
of the human interest and help that comes with face- 
to-face meetings in which the inflections of voice, the 
knitting of the brow here, the understanding smile there, 
do so much to aid communication and give the feeling 
that we are all talking the same language? Well, let's try- 

“But,” you may ask, “just what is the point of this 
meeting and this group discussion of our problems? 
Frankly, the point is to get us together to share experi- 
ences, to lighten the load through the knowledge that we 
are not alone, to give us the stimulation of group think- 
ing on problems which have baffled and discouraged us 
because we could find no constructive approach to them 
alone; the point may be called “psychotherapy.” You 
may be skeptical, but bear with us. 

In our group we will not all love each other. Some of 
us will think others make the stupidest comments, some 
will be jealous of others’ good fortune in having a “high- 
grade defective” child in comparison with “our imbecile, 
or be envious of others’ ability to employ the most 
expensive specialists, or a “plush” private school; some of 
us may look doubtfully at a specialist to whom we Owe 
a stiff fee and think “For all the help you gave us I might 
better have spent this money on colored balloons and 
merry-go-rounds for my little girll” Others will try t° 
allay an unquenchable feeling of guilt for some real or 
fancied personal responsibility for their children’s plight 
others will just sit and wonder for the ten thousandth 
time, “Why did this happen to meP” 

Can we accomplish anything worthwhile in this welter 
of emotion, bitterness, sadness, and the apparent futility 
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of the hopes we have had for “our child”? Maybe not, but 
maybe so. Let us skip over the actual words and content 
of our discussion, which may have taken many hours, and 
see if we can concentrate on a few simple points that 
may have emerged. Actually, of course, we should not 
expect such results as follow to come out of one group 
discussion. They do emerge, however, from a number of 
such discussions or group-therapy sessions. 

First, as the saying goes, “we've had it’; we can’t 
dream or talk away the fact that we have defective chil- 
dren and that millions more like us will continue to have 
them in the future, although we do see now the possibility 
of their number decreasing in comparison with normal, 
healthy children as the result of research and new knowl- 
edge of these problems. Secondly, we have noticed that, 
somehow, we have all lived through it, so far, and there 
were no signs of any of us giving up in our interest and 
efforts, not even the specialist who may not collect his 
feel Thirdly, we got a definite impression, a sort of new 
idea, perhaps, that we were really “together,” unified, in 
our interests and aims, that we were not by any means 
facing a unique fate or problem. Also, we got a small but 
real sense of greater confidence out of this unity with so 
many millions of others in the same boat, as it were. 

More important to us than these things, however, is a 
new understanding and appreciation of the value of this 
child’s life, however thwarted it may be, in our home 
and to us personally. Maybe we had taken our health 
and normality for granted and had directed our efforts 
so much toward making a living and having material 
comforts that we had not yet begun to feel the need of 
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human understanding, sympathy, and cooperation. But 
now, after hearing all these others express themselves, we 
have an almost overwhelming sense of gratitude toward 
our child that we have never before felt or been able to 
express. Rather than gratitude, we sometimes felt a deep 
resentment toward him, as though it were his fault that 
he is crippled in mind and body. Now we see that we 
have been actually dependent in many ways upon him. 
He has kept us from the pursuit of purely selfish goals 
which would not have made us any happier even if we 
had attained them; he has given us an indefinable satis- 
faction out of the many little things we have done for 
him. Although he cannot express himself, we think he has 
sensed our resentment no matter how we have tried to 
cover it up, and he has shown greater thankfulness to 
us, and happiness for the little things, than we should 
have got from a normal child. In his peculiar way he 
has done much to keep his family together, for out of 
our mutual concern for him we have had one main 
interest in common; it has not only held us together but 
has also enabled us to show each other unsuspected 
traits of strength and compassion which we might never 
have experienced otherwise. He has also shown us that 
the more we do for another person, the more we love 
that person and the greater is our joy in him. 

Another thing seems to have happened since those 
talks with all those people. We seem to have lost a sense 
of guilt and shame that we had had toward our friends. 
We have no wish to flaunt our child before others, but 
we are not ashamed now to take him out with us and 
we do not worry about getting him to bed before friends 
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call in the evening. We feel no need of hiding him, and he 
seems to know this and is much better behaved now with 
Strangers and our friends. 
ie have begun to notice all sorts of things which he 
o instead of thinking only of all the things he can’t 
do. We learned, at the meeting, of a place where it may 
be possible for him to go to school and get special train- 
ing of the sort we can’t give him at home. And we heard 
some of the older parents speak of their children’s jobs. 
It surprised us because they seemed to have been even 
more handicapped than our son, yet they were actually 
earning quite a bit. These people said they would continue 
to furnish room, food, clothes, laundry, and other such 
expenses, so that the earnings could be saved. They said 
if they could keep this up for twenty years, there would 
be enough money to provide for their children for the 
rest of their lives. One boy was earning only eight dollars 
a week but they said they had figured out that if this 
were saved at four per cent interest he would have about 
$12,000 at the end of twenty years. We hope and think 
that we may be able to do this for our boy, too. We 
thought we could never bear to have a child of ours work 
m a shop or do janitor work or run an elevator; our fam- 
ilies and friends are all professional people. Since those 
meetings, however, we have begun to learn about a lot 
of jobs that our son might be able to handle. We have 
found out that in doing those jobs he might be as happy 
and contented as we are, and have self-respect and pride 


in his work. 
Another interesting th 
had always been bothere 


ing came up at that meeting. We 
d about sexual matters and we 
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wondered what would happen when our boy grew up; 
would he become mature sexually and have the same 
desires and impulses other people have? Could he learn 
to control these impulses or would he worry us by the 
things he’d do or by getting into trouble? Some other 
people talked about those problems and said they werent 
so bad after all. They said their children had shown the 
usual interests and asked the normal questions and that 
they needed more supervision but they seemed to learn 
what was proper and improper just as they learned other 
things. Some people spoke of the idea of setting up 4 
small community, a sort of incorporated organization to 
run a housing project, in which their children might live 
as adults, marry, and have fairly normal social lives. Just 
as some housing projects now require that the tenant 
have an income below a certain amount, this plan would 
require that only those who are unable to compete and 
look after their affairs in the normal community would be 
eligible. The community would have a clinic in which 
all sorts of medical problems could be handled and which 
would provide the kind of supportive advice and counsel 
that good social workers and psychologists could give. 
This was a new idea to us, but the more we think about it 
the more sensible it seems. Why not? 

And we were greatly impressed by the talk about 
research that should be undertaken to seek the causes of 
some of these conditions and the way in which they might 
be prevented. We hadn’t quite realized before that some- 
thing really could be done about these problems. It seems 
that we had felt so sorry for ourselves that we had adopted 
a sort of fatalistic, hopeless attitude—thinking that nothing 
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could be done. How foolish of us! The pediatrician told 
us of the way in which the disease of diphtheria had been 
attacked through research which had found the cause 
and then the means of treatment and prevention. It 
seems that all mothers used to worry about their chil- 
dren dying of diphtheria but now we hardly even hear 
of a case of it any more. It was good to be reminded that 
research had found ways to prevent all sorts of conditions 
and diseases which used to kill so many of us. If we could 
get the right people to work on this kind of research, maybe 
in ten, twenty, or fifty years some of these handicaps from 
which our children now suffer might be a thing of the 
past. This idea has given a great lift to our spirits and 
we want to do our parts in helping toward such an end. 
Who knows, maybe our backward children, of whom we 
used to be so ashamed and who caused us such heart- 
aches, may be the means of moving this old world of 
human beings up just one notch higher. This is the best 
feeling we have ever known! 
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186-209 
Psychiatry, 208 
field of, 113-115 
7 treatment and training centers, 149 
'sychoanalysis, 115 
Psychologists, 208 
clinical, see Clinical ologists 
Psychology: caren 
field of, 115-116 
research in mental deficiency, 217 
Psychoses, heredity and, 70-71 
Psychotherapy, 113, 119, 226 
Personality and training of therapist, 
206-209 
treatment by means of, 196, 200-209 
Public Health Service, U. S., 117, 173- 
174, 177 
Public health workers, 208 


Reading, of symbols, 159-160 
Research: 
agencies furthering, 173-174 
directions of, 212-213 
fields of endeavor, 214 
importance of, 210-211 
in institutions, 214-224 
subsidized public, 219-220 


“Scatter,” 84 
Schools: 


private, expense of, 139-141 
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public, special classes, 178-182 
see also Education and Training 
Science, professions concerned with the 
handicapped, 27-29 
Seguin, cited, 160 
Service occupations, 167 
Sexual practices, 100, 146, 229-230 
Sheltered workshops, 168-169 
Skills: 
intelligence and, 58 
significance of special, 65-67 
Sleep, 97 
Social problems: 
adjustment measurement, 85-86 
child adjustments, 102-103 
mental deficiency and, 47-48, 50-51 
parental dignity and job relation- 
ships, 167-168 
Social psychologists, 217, 218-219 
Social workers, 208-209 
institutional, 154 
Society: 
agencies for dealing with mental de- 
ficiency, 172-185 
attitudes toward children in, 29-30 
attitudes toward mental deficiency 
and, 23-24 
costs to, of treatment and neglect, 
199-200 
divergent customs in, and intelligence, 
59-60 
problem of the handicapped in, 26-27 
Southbury (Conn.) Training School, 
175 


Spastic paralysis, 44, 46-47, 53 
Specialists, 183-184 

treatment of handicapped child and, 

104-123 

Stammering, 100 
Stanford University, 63 
State training schools, 174-176 
Statisticians, 214 
Sterilization, 73, 211-212 
Stuttering, 100 


Symptoms, 106-107; see also Diagnosis 


Tennessee, psychologists licensed in, 117 
Terman, cited, 63, 81 
Thiells, N. Y., 175 
Thumb-sucking, 100 
Training: 
placement problem for unwanted 
child, 169-171 
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Training (continued) 
school program, 160-162, 181-182 
vocational, 156-171; see also Job 
selection 
see also Education and Treatment 
Training School, The, Vineland, N. J., 
39, 63, 80 
Training schools, state, 174-176 
Treatment: 
clinical team for, 116 
costs of, 141, 199-200 
for emotional disturbances, 196-209 
institutional, 144-155 
problem of where to undertake, 124- 
143 
psychotherapeutic, 196, 200-209 
sources for obtaining, 104-123 
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special “remedies,” 86-89 
see also Diagnosis 


Vineland Social Maturity Scale, 85 

Vineland Training School, 39, 63, 8 

Vocational aptitudes, 85 z 

Vocational training, see Job selection 
and Training 


“Wait and see” treatment, 120-121 

Waverly, Mass., 175 5 

Wayne County Training School, 17 

Well-baby clinics, 183 

Witmer, Lightner, 118 

Work habits, 162-163 

Workshops, sheltered, 168-169 

World War II, marginal-workers Tê- 
search during, 163 
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“I heartily commend this book to the attention of everyone interested in 
the myleitudinous problems involved with mental retardation. Dr. 
Heiser's book ministers primarily to the needs of parents, but there is 
much of importance to all who find mental retardation a challenge to 
science and society.” 
—Grover F. Powers, M.D. 
Scientific Advisory Board, 
National Association for Retarded Children 


‘ 
“Dr. Karl F. Heiser speaks with great feeling and with a mature attitude 
on the problem-of the retarded child. Of value to parents, his book will 
have a distinguished place also in the libraries of professional persons 
whose lives touch those of handicapped children.” 

—E. L. Johnstone, President 


The Woods Schools 
Langhorne, Pennsylvania 


"This is a useful book. Many obscure questions needing definition have 
been clarified. All those, parents and researchers, interested in the wel- 
fare of atypical children will be grateful to Dr. Heiser for this thoughtful 


and timely work.” 
—Jacques M. May, M.D., President 
League for Emotionally Disturbed Children 
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